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THE BEGINNINGS OF HEALTH 


By 


DR, ALAN GREGG, M.D. 
Medical Director 
Rockefeller Foundation 
New York, N. Y. 


l take something of a risk when I make a speech 
like this, It is a risk to me and to you because I shall 
be talking on a subject that I like to think about, but 
on a subject you may know a great deal about, and 
therefore be wasting your time to have examined 
publicly by an inexpert. So, as Mr. Frederick Strauss 
used to say, “If I may be permitted to subtract from 
the sum of the world’s knowledge, I’d like to make 
a few remarks.” 

Only one fact justifies me in taking such a risk — 
the fact that the task of restoring the sick or injured 
to health usually calls nowadays for the services of 
more than doctors. Nurses, attendants, social workers, 
psychologists, laboratory technicians, hospitals ad- 
ministrators, educational therapists, manual arts 
therapists, occupational therapists, physical therapists 
and corrective therapists all have shown that they 
have a valuable, indeed, usually an indispensable 
share, in the work of efficient care and cure of hos- 
pital patients. And since each of these groups in- 
volved in the restoration of health needs to maintain 
close contacts with most of the others in order to 
attain the common objective of restoring their pa- 
tients to a state of health, it can surely do no harm 
to examine with you your opportunities and your 
significance. Let us start with one of your peculiar 
opportunities. 

I hear so often that health is a positive thing but 
I have never heard anyone attempt to state what 
are the tests or signs of health. It would seem that 
there should be positive signs of such a positive thing 
as health. The word health includes a great many 
thing. It connotes much; what does it denote? It 
is not a precise term, Could anything be gained by 
trying to examine its connotations and its compon- 
ents more closely? We never got anywhere with dis- 
ease until we became dissatisfied with the vague 
word “disease” and began to ask, “What kinds of 
disease are there and what are the tests by which 
they can be recognized?” As long as we were content 
with such words as fever, consumption, exhaustion, 
general debility or “that tired feeling,” we deprived 
ourselves of the fruits of detailed observation and 
analysis and of the advantages of exact terminology 
to describe specific diseases. Surely tertian malaria 
is better understood when we cease calling it chills 
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and fever; pulmonary tuberculosis as a term is an 
improvement over consumption; ankylostomiastis is 
better than the word exhaustion, chronic hyperten- 
sion than general debility, and avitaminosis than that 
tired feeling. Note that each of these precise terms 
is justified by specific tests. 

For you, and perhaps especially for you, the state- 
ment that health is a positive thing is just too vague 
and non-specific. So, in choosing the title for this 
talk, “The Beginnings of Health,” I would raise as 
the first question, ‘““What are some tests appropriate 
to determine the presence of health?” We are in the 
early stages of such a quest. I am not asking for the 
full list nor for the most important. So far as I am 
aware, no such list has been made. You would be pio- 
neers in making one. I would be content if I could 
convince you that this is a fruitful or at least a prom- 
ising approach to the study of health. Whether the 
first approximate answers to that question are final 
and complete interests me far less than the possibili- 
ty that studying the various evidences of returning 
health is a wise alternative for those who are tired 
of that estimable but rather barren cliche, “Health 
is a positive thing.” If I am hopeful of getting some 
thinking and writing and discussion started on the 
question of what are the signs and tests of health, 
then I could believe that you are in an unrivaled 
position to make the major contribution. For your 
hour strikes when the disease process has run its 
course or been arrested and before there is enough 
health and strength to begin the final rehabilita- 
tion for a paying job and a return to the demands of 
family and a normal active life. More than any other 
group you witness the earliest evidences of return- 
ing health. 

Perhaps at the outset of listing the signs and tests 
of health, you will agree with me that since you 
are for hours in association with patients, and day 
after day, you have far larger chances of seeing the 
evidences of returning health than has the doctor on 
the morning visit. He has a better chance to notice 
change. You have the better chance to see all the 
phenomena in which change can occur. The signs 
of health and strength that you may observe any 
time during the whole day carrying more conviction 
than merely the brave but sometimes deceptive ap- 
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pearances at the doctor’s morning visit. That is only 
one of the reasons why you are the people to make a 
real contribution to the study of the beginning of 
health. There are others—but we shall come to them 
later. 

As one of the simplest and surest signs of health, 
stands interest on the part of the patient in what is 
going on around him. I know a doctor who had ,to 
visit children’s hospitals in Russia just after the First 
World War. When he protested to the nurses that 
he did not see what good he did by walking through 
ward after cold ward when adequate medicines and 
food were lacking, the blunt and realistic reply was, 
“But, Doctor, your dress and appearance are so dif- 
ferent from anything the children have ever seen 
that we watch to see what children notice you, be- 
cause these are the children still with vitality enough 
to be worth giving food to and so keeping alive.” In- 
deed, I could more easily and more honestly describe 
my experience of being alive in terms of being more 
interested or less interested rather than in terms of 
being happy or unhappy. “Life, liberty and the pur- 
suit of happiness?” No. Life, liberty and the pursuit 
of what is interesting. Happiness delights us at the 
time and afterwards, but happiness has wings and a 
will of its own like a wild bird. Interest we can some- 
how control better, especially if we take some kind 
of action. For the meaning of life is in action, not in 
thinking or feeling merely. 

Progress in this thing I call interest shows itself 
in tenacity or increasing span of plan and purpose. 
We have all gone through times when we were sick 
enough in body or spirit to say to ourselves, “I won't 
bother to look ahead. I can’t plan anything. Just 
one day at a time is all I can manage.” The patient 
who becomes so interested in some bit of creative 
work that his span of desire to keep at it increases 
shows thereby a sure sign of health. 

Laughing, making or enjoying music studying, 
playing games, enjoying physical sports, dancing or 
conversation suggest themselves as signs of health. 
So do a lively gait and posture and strong timbre 
and volume of voice and attention to dress and per- 
sonal appearance—all so hard to record exactly and 
yet so commonly indications of health. We should, I 
think, take special precautions against belittling or 
ignoring the signs of health that are incapable at 
present of exact measurement. Indeed, just because 
we now lack ways to measure health exactly, long re- 
flection upon ways to measure, record and compare 
such signs of health would probaly reward us all. 
What we need is the ingenuity and resourcefulness of 
an interested, inventive mind. We need ways to mea- 
sure the signs of health, to put them on a quantita- 
tive, objective basis, capable of being recorded and so 


4 


compared as signs of progress. 

Another sign of health is spontaneity of conduct. 
When a patient does something unexpected, you may 
safely conclude at least one thing; you do not know 
him as well as you thought you did. And when it is 
his spontaneity that strikes you, it is likely, though 
not certain, that he is a bit healthier than you 
thought. Of course, one must not fail to distinguish 
between spontaneity and something that sometimes 
only resembles spontaneity, that is, excessive reactions 
or loss of self-control whether in point of conduct 
or emotional balance. You know the old-fashioned 
word for this healthy sort of balance—the word de- 
corum. I have come to understand that decorum 
means in the language of modern physiology the 
principle of homeostasis as applied to human be- 
havior—that is, the tendency and the ability to return 
from any extreme to a normal steady state. 

Healthy human beings who feel secure permit 
themselves gay little excursions of word or deed, such 
sallies or excursions as telling the truth about them- 
selves every once in a while, being kind to others, or 
exposing themselves to criticism, or being considerate 
—all risks too great for the timidity of illness. 

Obviously any of these tests of health must be ap- 
praised in the light of how heavy are the existent 
demands upon the patient’s strength and good na- 
ture. In the sheltered environment of hospital or 
home, evidences of health may often present them- 
selves that would vanish in a more threatening or 
demanding environment such that of army life or a 
breadwinner’s place in civilian society. In other 
words, the signs of health are relative and the ques- 
tion is how long will a patient continue to show 
the signs of health when he comes under increasing 
strain. Osler used to say, “When you think of digi- 
talis, use a bed.” With somewhat comparable realism 
we might say, “When you begin to wonder how to 
prepare the patient for his discharge, think of wheth- 
er he has been making steady progress in terms 
of the signs of health he had two weeks or two 
months or a year ago. Discharge should be consider- 
ed not merely in terms of the absence of symptoms 
but in the increase of evidences or tests that show 
health. What are these signs? 

Last year I asked Dr. Passmore of Edinburgh what 
he thought would be a good sign of health. He gave 
an answer that seems nearer to the heart of the mat- 
ter than any I’ve heard or thought of. He replied, 
“On my way home my path leads across an open 
field. There is a bit of a brook and over it a small 
foot bridge. When I prefer to jump across that 
stream, I know I’m in good health.” It hardly im- 
proves this illustration to put its meaning into ab- 
stract terms but none the less I would submit to you 
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the theorem that the prodigal exercise of inherent 
abilities is a cardinal sign of health. Kittens at play 
are a charming example of the prodigal exercise of 
inherent abilities. There is a flavor of good-natured 
exuberance in health, a giving, or, indeed, a cheer- 
fully uncalculated waste, of sheer excess and sur- 
plusage. It is so constant as to force us to use such 
phrases as “he radiates health and good humor.” This 
same charmingly bountiful feeling infuses Christ's 
saying, “For I am come that they might have life and 
that they might have it more abundantly.” A long 
cry, I have always thought, from Puritanical ascetic- 
ism and reserve. 

Now let us turn to another aspect of this theme 
of health. What is your peculiar and unique role as 
therapists or, as I would call you, ward companions? 
For this talk will be in my opinion a failure if you 
do not gain from it a new and fresh picture of your- 
selves and your importance in the care and cure of 
human beings. I am convinced of the immense im- 
portance of the work you do in medicine. If I knew 
any better way to honor you than making you agree 
with me in this estimate of your importance, I'd 
follow it gladly. Let me begin by an observation at 
first apparently remote from your day-to-day ac- 
tivities, 

The English language, which most of us know so 
well as to be unaware of many of its peculiarities, 
has only one commonly used word meaning “to 
know.” This contrasts sharply with most of the oth- 
er European languages. They have two different 
words for the verb “to know,” for example, savoir 
and connaitre in French, two different verbs to con- 
vey two different kinds of knowing. There are indeed 
two entirely different kinds of knowing and they 
may be illustrated as follows. If you were to say to 
a friend, “Did you know that Pasteur was born in 
1822?” he might reply, “Yes, I know it.” He knows it 
but he knows it through words spoken or written — 
and only so. The other kind of knowing, and I would 
call your attention to the fact that it is entirely apart 
from words and symbols, is exemplified by the state- 
ment “My dog knows me.” That refers to knowledge 
derived from experience. You don’t know that Pas- 
teur was born in 1822 in the sense that you were 
there or that it was part of your experience. But your 
dog’s knowledge of you — singularly discriminating 
and certain as it is — was not derived from reading a- 
about you or being told how to know you or being 
shown your picture; it came from nothing but ex- 
perience. In French you would say “Mon chien me 
connait,” but even if he were a highly intelligent 
French poodle and you a French savant, you would 
never say “Mon chien me sait.” So, clearly, there are 
two kinds of knowing, one via symbols and the other 
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as a result of experience. Further reflection on these 
two kinds of knowing reveals important differences 
between them. 

The knowledge that one gets from words or other 
symbols gives no deep satisfaction and no self-confi- 
dence but has the enormous advantage of being able 
to be transmitted to an almost unlimited number of 
people and to be stored for an apparently unlimited 
period of time. The knowledge that derives. from ex- 
perience is just the other way around — it is almost 
impossible to convey it except indirectly, by example, 
it cannot be stored but it gives its possessor courage 
and deep satisfaction. 

Now, just how do these two kinds of knowing con- 
cern you? Well, you will note that the knowledge 
that comes from experience often cannot be put into 
words; it can be conveyed only by example. A good 
sailor may be quite incapable of telling you how to 
sail a boat but you can watch him sail and imitate 
him, and slowly — sometimes without a word spoken 
— you can come to know how to sail. 

And now comes the whole point of my message — 
you are the persons and most of the time the only 
persons in the hospital from whom the sick can come 
to know the beginnings of health. They can watch 
you and imitate you, and slowly — sometimes with- 
out any words — they can learn how to get well. This 
is especially likely when you do things with patients, 
not to them or for them. That is why I took this 
title, “The Beginnings of Health’ — you can be, 
indeed, you have already been, the authors of the 
beginning of health for your patients. I would have 
for you therapists a special status in hospital life be- 
cause you can set patients examples of health, show 
them the very signs of health I mentioned earlier — 
in an interest in the world about us, in laughing, in 
games, in sports, in your personal appearance, in 
spontaneity and informal manner, in self-control, in 
good-natural exuberance. Nobody on earth could by 
written or spoken words alone teach health as well 
as by example. And no one else but you in hospital 
life has explicitly the time to set that example. The 
doctors certainly have not the time to stay with their 
patients for long intervals of reassuring companion- 
ship. I wish they did. Indeed, I would add that what 
I have heard doctors most often praised for is their 
willingness to be a companion as well as a doctor. 
But if the doctors cannot be companions — and there 
are times when they should not — there is where you 
come in, and so effectively. Some doctors of discern- 
ment realize your remarkable usefulness, Don’t worry 
if you have to prove to the others the value of your 
services. Wordsworth wrote Lady Beaumont, “Every 
great and original writer in proportion as he is great 
or original must himself create the taste by which he 
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is relished.” The nurses since the days of Florence 
Nightingale have had the long struggle of creating 
the demand for what they can do. And they have 
succeeded. That is the duty of every new profession. 
Don’t pity yourself if you have to show what you can 
do: it is an amusing challenge to you to do what I 
am convinced you have already done, without mere 
words, written or spoken. A few doctors know the 
secret ... 1 am thinking of Dr. Howard Rusk. And 
there are many attendants and nurses who are aware 
of the power of example and companionship in help- 
ing patients achieve health. But yours is the singular 
and explicit opportunity to bring to convalescents 
the docorum of health, at first the gradual but event- 
ually the prodigal exercise of their inherent capaci- 
ties. 

Just before I started my internship I went into the 
hospital for a minor surgical operation. First the staff 
did things to me, then they did things for me. And 
then came a glum period of gas pains and discom- 
fort when nobody did anything with me. They were 
too busy and I understood that. I received a note of 
sympathy from a witty friend who wrote that she 
thought it was just as well for a young doctor to find 
out at the very beginning of his career just what it 
feels like “to be doing as well as can be expected!” 
The present is rarely, if ever, an agreeable part of 
being ill. So if the corrective therapist, with his gift 
of companionship and example and his eyes set on 
action for the future can take the patient’s attention 
away from the present, he will take far more than 
half of the curse off that state described as “doing 
as well as can be expected.” One of the subtlest 
handicaps of hospitals lies buried in their terribly 
reinforced suggestion that the patients are already 
sick and are going to be sick and are expected to be 
just that. I have always liked the challenge to that de- 
pressing assumption in the motto of the Passavant 
Hospital in Chicago which, translated, runs “More 
than yesterday, less than tomorrow.” None but a fool 
would ignore that patients in hospitals are ill and 
perhaps will be worse before they are better. I am 
not urging you merely to show off the evidence of 
your superior health to timid or shattered bodies 
and spirits. Only infinite tact and gentle sagacity and 
a delicate sense of timing will save you from causing 
the very apathy and despair that bar the way to con- 
valescance for your patients. But I do say that point- 
ing the patient’s interest up and out of the present 
is a cardinal element in therapy. It is a corrective to 
the atmosphere of confinement, of regulations and 
orders and inescapable finalities. 

I shall always remember the quiet wisdom of the 
founders of the Peckham Experiment in London, Dr. 
Inez Pearse and Dr. G. W. Williamson, in starting or 


quickening interest in various activities among the 
members of this social settlement. Take, for example, 
the way they quickened an interest in knitting among 
their women members. They did not begin by or- 
ganizing a class in knitting. Dr. Pearse scanned all 
her friends not attached to the Centre to find two 
or three women who loved to knit and knew a thing 
or two about knitting. She persuaded them to come 
to the settlement house once or twice a week and 
do their knitting there, in the big sitting room. No 
pressure to arrange a course, no lectures, no hours 
for instruction, nothing forced — just the quiet, in- 
formal example set by people who loved knitting. 
You can guess what happened — soon there was a 
group of cheerful knitters and some undecided on- 
lookers, both soon learning to knit by imitating the 
easy, informal example, and with praise honestly and 
spontaneously given each to the other and happily 
treasured. In that direction, among others, lies the 
gentle, unobtrusive way up, out of listlessness and 
discouragement. 

One caution as to the unique importance of what 
you do in the role that appears so clear to me when 
I regard the whole great task of medicine. The vast 
increase in exact transmissible knowledge of disease 
tends to increase the intellectual component of the 
doctor’s training and his work. Especially in diag- 
nosis but also in watching the evidence of the way 
the disease is going, the doctor is intellectually and 
at times emotionally preoccupied with solving the 
puzzle of disease. Without such preoccupation, with- 
out such care, without scientific knowledge on the 
part of the doctors and the laboratory technicians 
who make the tests of disease, we should all be the 
bewildered witnesses of patients bound whither we 
would know not. We would be adrift in the confus- 
ion of the varieties of symptoms and signs presented 
by each individual who is ill. But in convalescence, 
companionship not only strengthens returning pow- 
ers. I believe that your companionship and your 
wordless example actually awaken capacities that 
otherwise would languish and atrophy. In short, there 
comes a time when you are the treatment — the in- 
dispensable therapeutic hope of the physician and of 
the patient. Of course, I hope you take this extra- 
ordinary fact in a very matter-of-fact and humble 
way for there is no more insidious temptation than 
that offered by a pedestal. Few men and no profes- 
sions can survive life on a pedestal. That is my 
warning: beware of pedestals even if some false 
friend has talked you into thinking of getting up on 
one — and that goes for all of us in the healing 
arts. If to the very sensitiveness that enables us to 
heal we add vanity and prestige-hunting, then it is 
we who are sick and dependent. 
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The explanation I have offered of two kinds of 
knowing and my emphasis on knowing from ex- 
perience leads to the hope that you will realize how 
much you can learn and how much you can convey, 
without words. Allow me the paradoxical permission 
to use a few more words to convey how inadequate 
words are. In a little Brazilian school house far in 
the interior, I once picked up a text book on the Por- 
tuguese language which began, “Language is of three 
kinds; first spoken, second written and third gesti- 
culated.” And that is true — bodily activity, carriage, 
posture, movements of the eyes and lips or mere mus- 
cular tension without movement can express ideas 
that would take paragraphs of words to convey. Do 
we not speak of “the expression on his face?” The 
baby that cries or coos discovers (if that be the right 
word) that words are not necessary to convey im- 
portant ideas and emotions. What can we in turn 
say to babies? That remarkable pediatrician, Frede- 
rick Bartlett, used to write on the order sheet of some 
infants ““T.&L.C.,” which meant that the baby need- 
ed and was to have tender and loving care. The 
theater uses with undeniable success the principle of 
communication through action. Can we afford to 
ignore the art of catching what patients are inten- 
tionally or unwittingly conveying by means of their 
wordless actions? Or, conversely, can we not learn to 
reach patients through actions that do not involve 
the language of words? I have often wished that we 
could use acting to teach medical students certain 
diseases by urging the students to act as though they 
had the disease they are studying. Such a form of 
teaching would alert some students to the inarticulate 
manifestations of the disease. I know a man who can’t 
grasp anyone else’s thoughts or feelings unless they 
are put in words for him — he is as educated as that 
— and at times I cannot find words to express my 
exasperation with his ignorance and inseisibility. 


And what of activity psychologically considered? 
We could start with the simplest unit of neurological 
phenomena, stimulus and response. And if you were 
being addressed by an abler psychologist than I, he 
could spend an easy hour on the subject of reestab- 
lishment of more activity as a prelude to rehabilita- 
tion. I can only remind you that it is of the essence 
of illness that the normal and habitual responses to 
stimuli are in sickness limited, inhibited, delayed or 
completely paralyzed and frustrated. Ease has gone. 
The “I” that exercises free choice and takes action 
turns into a frustrated and panicky “me.” Often the 
patient protests himself by retreating into -absolute 
dependency — a kind of salvation learned long ago 
in infancy and now recalled. Or he seeks another 


way out by “playing possum” and, by doing nothing, 
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escape the horror of knowing that there is so much 
he cannot do, Or he may run amuck—a frantic release 
of all kinds of activity that seems to belie his help- 
lessness and brings on the forgetfulness of complete 
exhaustion. Or he may resort to a general apathy — 
a form of deliberate detachment from everything in 
order to evade the terror of an attachment he can- 
not maintain. Each of these forms of response you 
can observe in caged animals: disease is a trap to the 
free spirit. 


In the face of these characteristics of disease need I 
make a case for the profound value of showing the 
sick or crippled patient as promptly as can be a way 
out through action on his part — action, almost any 
kind of purposeful action? Why do I say purposeful 
action? Because it seems certain to me that unless 
we have purpose, nothing can have meaning for us. 
Purpose implies potential action and so if you can 
lead a patient, even if ever so gently, into the return 
to purposeful action and confidence in his ability to 
take action you will have given him the beginnings 
of still further purpose and so have given him again 
a life that can have meaning. That, as I see it, makes 
the case for corrective therapy. 

One final point upon this knowledge you have that 
comes from your skilled experience: do not despair 
of getting some of it into words. You can be so help- 
ful to each other if you can communicate some of 
your experience. All those signs of health that I 
mentioned probably have relations to each other 
that many have known but no one has stated. Per- 
haps there are sequences in these signs or patterns 
that have particular but hiterto unrecognized sig- 
nificance. Think of them again — inetrest, tenacity 
of plan and purpose, laughing, making music, games, 
sports, dancing, spontaneity, prodigality of felling 
and above all of action — from your experience you 
can add others. No doubt some signs of health relate 
to other facts about an individual patient — his age, 
his disease, his past history, his temperament and his 
unuttered estimate or picture or himself. For there 
is more than a possibility that with careful observa- 
tion, long and large records and generous discussion 
you can build a communicable knowledge of the de- 
pendable signs of health and perhaps even a few 
quantitative tests appropriate to a knowledge of what 
is health. More, perhaps, in your experience and 
your activities as corrective therapists than anywhere 
else lies the knowledge of the beginnings of health. 
But in any case, even if you cannot tell it to each oth- 
er, you can convey it to needy patients by your word- 
less actions, and so fulfill your extraordinary role 
in the delightful professional task of the care and 
cure of your fellow men. 
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Today’s emphasis on corrective therapy, on phys- 
ical reconditioning, has come largely because of the 
results obtained in this field during the late war. 
Then, reconditioning was used almost entirely on 
hospital patients during their stay in the hospital 
and while convalescing immediately afterwards, Its 
success was most marked where (1) the medical of- 
ficers studied it, believed in it, and cooperated with 
the physical reconditioning personnel; and where 
(2) the physical reconditioning personnel were well 
trained and well supervised by the medical person- 
nel. Where either of these two conditions was not 
met, the success of the program was unimpressive. 
Today, probably more of the patients being treated 
are suffering from long standing disabilities, rather 
than from recent or acute disabilities. 

As one of the men working with the physical re- 
conditioning program in the Army Service Forces 
during the war, I saw real marvels of reconditioning 
taking place in hospitals where the conditions noted 
above were met. Much improved results will come 
in time when more is known about how to devise 
and adapt methods of corrective therapy to medical 
and surgical disabilities. Too frequently, at the pres- 
ent time, doubt and hesitation upon the part of 
the medical officer, due to the fact that not enough 
research has been done in this area of physical medi- 
cine, leads to nothing being done. We can sympa- 
thize with the caution and conservatism exhibited 
by the physician, for his patients’ well-being is at 
stake. 

Parenthetically, I cannot see why more civilian 
hospitals do not adapt a corrective therapy program 
in view of the ever-present complaint about lack 
of enough beds. I believe that any additional fees 
needed to pay for the services of the corrective thera- 
pist would be more than made up to the patient 
by the number of hospital days and by earlier re- 
turn to work. From the standpoint of the hospital, 
many more patients could be accommodated. It 
would seem to me that this Association should at- 
tempt to interest more physical educators, particu- 
larly those who were employed in the reconditioning 
or rehabilitation fields during the war, in attempt- 
ing to influence local hospital staffs to cautious ex- 
perimentation with this civilian hospital corrective 
therapy. 


When | recall the reconditioning results achieved 


on the older army hospital patients during the war, 
I marvel that more corrective therapy has not been 
used on the “normal person.” If the ill can be 
greatly improved physically, why not the well? 

The draft statistics, which have so often been 
quoted to support a need for more physical educa- 
tion, do not support such contentions, Not over two 
percent reduction in rejections could have been ac- 
complished by having had a perfect system of phys- 
ical education. The probability is that even if we 
had an almost ideal medical service—or at least as 
ideal a medical service as we can reasonably expect 
to have in the next twenty years—the rejections would 
not be lowered more than ten percent. There is a 
real difference between medical disabilities and lack 
of good physical condition on the part of the indi- 
vidual who may be in good or poor medical condi- 
tion. No one was kept out of the armed forces be- 
cause of poor physical condition. 

Let us look at the changing population trends in 
the United States. For the purpose of my paper, | 
shall tabulate twenty-five percentages of the popu- 
lation that was over forty-five years of age, and that 
was over sixty-five years of age. 


Year Percent over 45 years Percent over 65 years 


1875 15.4 3.2 
1900 17.8 4.1 
1925 21.8 2.3 
1950 28.8 7.6 
1975 35.6 10.8 


Here, it will be seen that the tendency is toward 
more and more old people surviving. This is reflect- 
ed in industry. In 1930, 11 percent of the people 
working in the automobile industry were over fifty 
years of age. In 1947, this had increased to 41.5 per- 
cent. 

The present tendency is to retire people who are 
over sixty and to pension them. If the population 
trends indicated above continue, the bill for social 
security pensions in 1975 will be an overwhelming 
one, and we shall be having around 15 percent of our 
population living on pensions, and at a sub-subsis- 
tence level. These people will be non-productive, will 
have so little money that they will have no significant 
purchasing power, and will slow the demand for the 
products of industry. There are already, at the pres- 
ent time, 10 percent of our population over sixty. 
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It would seem to me that this tendency to retire ev- 
eryone at sixty years of age and then to support 
them at a sub-subsistence level is sociologically stu- 
pid! I would suggest that we attempt to increase their 
earning power and to continue them as producers 
and consumers. They can pay their own way to a 
very large extent. The idea would be, of course, to 
condition them so that at seventy they will be in 
better shape than most people are now at fifty-five, 
and this is not in the least dificult to accomplish for 
most. 

American physical education, in my opinion, has 
been profoundly unwise. The profession has concen- 
trated almost all of its efforts upon high school and 
college students. Very little has been done for the pre- 
school and the elementary students where the exer- 
cise stimulus to normal development and the forma- 
tion of correct motor habits is of the greatest import- 
ance, Almost nothing has been done for the older 
people. As a result, most of the American citizens 
who are not laborers, rural or otherwise, retire phy- 
sically as soon as they finish their required physical 
education in high schol or college. 

A second point of lack of wisdom has been in our 
almost complete absorption with the promotion of 
sports as carry-over activities. I doubt if there are 
ten communities in the United States over 5,000 in 
population that have sports facilities for more than 
5 percent of the adults. The communities that do 
have facilities for more than that percentage are 
very small communities. The emphasis upon out- 
door sports has limited any exercise, usually, to the 
summer months, for, even if outdoor sports were 
feasible in the winter, it is dark by the time the aver- 
age man and woman finishes work and has time to 
indulge. 

In contrast to the lack of wisdom in the United 
States in these matters, we might consider such a 
country as Sweden. With a present population of 6,- 
700,000, they have 2,800,000 adults who are members 
of gymnastic clubs, and half of these participate reg- 
ularly. Almost 30 percent of the adult population are 
regular participants in gymnastics. Denmark, Nor- 
way, Finland, and Czeckoslovakia are other countries 
in which this type of adult gymnastic program has 
been emphasized in a large way. 

Let us take a look at the average middle aged per- 
son, From twenty to sixty, the following things tend 
to happen to him: 

1. His strength falls off approximately 25 percent— 
and his strength was nothing to brag about to 
begin with. 

2. His muscular endurance falls off approximately 
35 percent. 

3. His circulo-respiratory and general endurance 
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falls off almost 80 percent by fifty years of age: 
no figures are available for sixty year old peo- 
ple. 

4. His breathing capacity, or lung capacity, falls 

off about 20 percent. 

5. His weight increases an average of 18 percent by 

sixty. This means that a 150-pound man would 

be about twenty-seven pounds overweight. In 
other words, he would be carrying the equiva- 
lent of a thirty pound pack every place he goes! 
6. In addition to these disabilities, the average 
individual has accumulated a large number of 

unhygenic habits. These unfavorable changes 
do not need to occur in most people, The 
American advertisers can sell people almost 
anything, good or bad: why can’t we sell them 
something good for a change? 

Before beginning the reconditioning of the nor- 
mal person, he should have, of course, a clearance 
by his physician. 

1. Because his heart has usually been relatively 
unstimulated for years, it needs to have an especially 
careful examination. In addition to the usual ex- 
amination with the stethoscope, he should, if pos- 
sible, have an electrocardiagram. It is hoped that our 
physicians will become increasingly fimiliar with that 
peculiar littke murmur over the aortic valve which 
indicates a tendency towards a coronary occlusion. 
When in doubt about the heart’s condition, it may 
be possible to use some such functional test as the 
Barringer test.’ 





1T. B. Barringer, Jr., “Studies of the Heart’s Func- 
tional Capacity as Estimated by the Circulatory Re- 
action to Graduated Work.” Archives of Internal 
Medicine, XVII:670. May, 1916. 

2. His lungs, of course, should be carefully check- 
ed. 

3. It is suggested that he have a careful examina- 
tion of his kidneys, with a functional efficiency test, 
if possible. 

4. The blood pressure and the general condition of 
the vessels as to arteriosclerosis should be checked as 
carefully as possible. In addition to the ordinary 
check on blood presure, it might be advisable to have 
the eye grounds carefully examined by a competent 
occulist. In cases of doubt, the Hines cold pressere 
test? might be used. Due consideration should be giv- 
en in assessing the seriousness of increased blood 
pressure to the effects of overweight. 








"Edgar A. Hines, Jr., “The Significance of Vascu- 
lar Hyperreaction as Measured by the Cold Presser 
Test.” The American Heart Journal, XIX:408. April, 
1940. 
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5. Where the individual is decidedly overweight, 
remedial measures in the form of a careful prescrip- 
tion of a reducing diet, should be instituted. 

6. It may be that the basal metabolism should be 
checked, Where this is not convenient in many small 
communities because of the lack of equipment, a 
fairly good approximation of the basal metabolic rate 
can be had by the application of the Read and Bar- 
nett formula*® or the Gale formula‘ for assessing the 
probable basal metabolic rate. This can be performed 
with a sphygmometer and a stethoscope. If it looks 
as though there was a serious deviation from normal, 
the physician can prescribe a trip to a clinic where 
an aceurate measurement may be made. 


3]. Marion Read and Charles W. Barnett, “New 
Formulae for Prediction of Basal Metabolism from 
Pulse Rate and Pulse Presure.” Proceedings of the 
Society for Experimental Biology and Medicine, 
XXXI1:723. March, 1934. 

4A. M. Gale and G. H. Gale, “Estimation of the 
Basal Metabolic Rate.” The Lancet, 220: 1287. June 
13, 1931. 


7. It would seem to the author that fairly careful 
check on the feet should be made. Many middle- 
aged people begin to suffer from painful feet and 
the experience of a number of people who have 
checked on the reasons for this is that a vast majority 
of such feet is due to a short first metatarsal bone as 
has been pointed out by Morton >. This condition can 
be readily compensated for in such a way as to re- 
lieve the feet of pain, and frequently to relieve oth- 
er painful conditions associated with the foot dis- 
abilities. 


* Dudley J. Morton. The Human Foot: Its Evolu- 
tion, Physiology and Functional Disorders. Columbia 
University Press, 1935. 


8. There should be an orthepedic check—which can 
be done by any physician who knows what the facts 
are—on the alignment of the pelvis. In middle and 
old age, a very large number of people who com- 
plain of “my poor aching back” are simply suffer- 
ing from a maladjustment due to an uneven pelvis 
This can usually be compensated for, to a large ex- 
tent, by proper lifts in one shoe supplemented by 
posture training. These people should be checked 
by X-ray in a standing position, and the physician 
should not trust simply to the lining up of tops of 
the two ilia with the fingers. 

When the individual has been cleared by his phy- 
sician for a reasonable exercise program, it would 
seem to me that this program could more or less pro- 
ceed as follows: 

1, Adequate diet control. There are literally doz- 


ens of different diets that can be prescribed for spe- 
cific disabilities. These will aid the individual with 
a tendency toward diabetes, will aid the individual 
who wants to reduce, will help him who needs to 
build up a little weight, as well as to adapt to many 
other specific medical disabilities. More and more is 
known about diet today, and the physician should 
prescribe what is indicated. As the individual gets 
older, he usually needs to increase the amount of his 
protein diet a little bit, to greatly reduce his carbo- 
hydrate diet, and to see that he gets more minerals 
and vitamins. 

2. There should be regular exercise, beginning very 
gradually. The corrective therapist should ordinarily 
plan, with the confirmed sedentary person, to put 
him in good condition within twelve to twenty weeks. 
Too frequently, the individual conditioning these 
people tries to do in three weeks what he should 
take twenty weeks to accomplish. The progression 
should be very slow, indeed, and the goal should 
be not to reach maximum strength, endurance, etc., 
but to reach an optimum strength and endurance, 
the amount which will permit the person to work 
hard all day and up into the evening without getting 
tired—simply getting sleepy. When the individual has 
reached that stage, he has reached the optimum type 
of conditioning that he needs. This type of exercise 
can be calisthenics, with and without resistance— 
many people like to use something that “gives more 
for the money.” This accounts for the growing use of 
such resistance equipment as barbells, iron dumb- 
bells, springs, rubber exercisers, and things of that 
sort. Others are satisfied with the ordinary free-hand 
calisthenics. Walking or hiking is one of the best of 
these exercises. Many people will do well to walk 
home instead of riding. Those who ride a suburban 
train can sometimes wisely get off the local one sta- 
tion before reaching home and finish the trip afoot. 

Many will prefer to work with a group in a gym- 
nasium. This accounts for the popularity of 
YMCA’s and YWCA’s, of Community Centers, etc. 
In some communities, clubs of women get together 
in each other’s houses for a morning’s workout, meet- 
ing in one home for a week and then in another 
home for a week, etc. There is an increasing number 
of weight training clubs springing up in the towns 
and cities. This club movement has gone a long ways 
in some of the European countries, further than it 
has here. We should emphasize it much more than 
we have. 

3. Some years ago, I was interested in visiting a 
“physical training farm” about fifty miles from New 
York. I was much interested in the procedures used. 
Here, the guests, or patients, were first examined 
by a very competent physician who prescribed one 
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of seven diets for the individual. If the physician 
gave the green light to an exercise program, the in- 
dividual became a resident of that farm for from 
cwo to four weeks. He was in bed by nine-fifteen, 
and was called at six-fifty. At seven-twenty-five, when 
the morning toilet had been completed, the individ- 
uals went to the gymnasium where they were given 
about thirty minutes of exercises. These exercises 
were administered in such a way that the individ- 
ualization of the dosage of these calisthenics (taken 
with one-pound dumbbells and with five-pound 
wooden barbells) was accomplished by having in- 
dividuals in different stages of conditioning cease the 
repetitions on each exercise at a certain level of dos- 
age. For example, the newcomers in the back row 
might stop at about the tenth repetition, while the 
next row might stop at about the twentieth, he next 
row at the thirtieth or fortieth repetition, and some 
of those in the front row might go to the sixtieth re- 
petition. Each person was told to stop when he got 
tired in doing each separate exercise, and then to be- 
gin with the next exercise. It seemed to me that the 
individualization of the program was very expertly 
accomplished by the leader of the group. Whenever 
he observed someone working a little too long at an 
exercise, he ““waved him down.” 

After a bath and breakfast, at about nine o'clock 
the group was notified to get ready for a hike. Fif- 
teen minutes later, they started off in different par- 
ties, each group with a staff supervisor or leader. The 
new comers who were overweight and out of condi- 
tion walked two or three miles over rather rough 
country with very frequent rests. Those in fair con- 
dition walked from five to eight miles at from three- 
and-a-half to four miles per hour, Those in good con- 
dition walked as far as twelve miles at about four 
miles. an hour. Each individual, when he returned, 
was given a thorough rub-down after his bath. 

After lunch, they again broke up into groups for 
activities. Such activities as horseback riding, golf, 
tennis, badminton, squash, handball, swimming, and 
hiking were available. The individuals were very 
carefully supervised and kept from overdoing. Af- 
ter that they played cards or billiards, strolled around 
the grounds, or just sat and read until supper time. 
Ordinarily, by eight-thirty, everyone was in bed. The 
group made marvelous progress. The writer observed 
some sixty-five year old men in three weeks seemed 
to have dropped twenty-five years from their ages, as 
far as looks, feeling, and performance were concern- 
ed. The writer followed up this program by inter- 
viewing personal physicians of many of these men, 
and by interviewing men who themselves went out 
to this farm almost yearly. The testimony was over- 
whelmingly in favor of the tremendous benefits ac- 
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complished by this type of exercise. Yet, the prog- 
ression was faster than could be desired, and the su- 
pervision was not of the best. 

Normally, the corrective therapist working in a 
local community can not control the twenty-four 
hour time of his clients in any such way as this. 
Similar results can be had, however, by stretching 
the program out over a longer period of time exer- 
cising perhaps three times a week. 

What we would want to accomplish, it would 
seem to me, is as follows: 

1. Develop enough strength, particularly of legs, 
abdominal muscles and back. This, as stated above, 
should be enough to balance the fatigue of a long 
day’s work. 

2. Develop enough endurance to combat fatigue. 
This would be: 

a. Endurance of muscles, generally. 

b. Endurance of the heart. Here, one must be 
careful, at the beginning, not to overdo, but 
it is probable that short quick exercises 
which bring on a fair amount of breathless- 
lessness followed by a rest will condition the 
heart more effectively and safely than long 
continued exercise of a less strenuous nature. 
It is recommended that those individuals who 
have been medically approved should become 
reasonably ‘winded’ at least three times a 
week, 

3. Muscle and joint flexibility should be develop- 
ed and maintained. Many men become “old men” 
largely because their ham strings become shortened 
from too much sitting. When they get up, they feel 
old and cramped and conclude that they must be 
old — and stop doing anything in the line of exer- 
cise. Soon they are (functionally) old men. The re- 
sults of the Bukh gymnastics in Denmark have shown 
the value of this emphasis on the securing and main- 
taining of adequate flexibility. 

4. There should be a considerable emphasis upon 
the attainment of good posture. This should be a 
posture which is well aligned, laterally and antero- 
posteriorly, as far as the skeleton is concerned, some- 
thing that we mentioned in connection with the 
medical examination. The erect carriage of chest 
and spine to give both good balance and to form 
the habit of keeping the abdomen under control 
should be carefully cultivated. Proper foot habits 
and adequate development of the musculature of 
the feet should be emphasized. 

5. These people should be trained in the type of 
skills which will prevent undue straining of them- 
selves. Many people develop serious strains and her- 
nias in middle and old age simply because they have 
never been taught how to lift or move heavy objects 
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without undue intra-abdominal pressure or undue 
strain on the musculature of the back. 

6. These clients should be trained in an adequate 
home routine of exercise. They will probably not 
elect to remain under the guidance of the correc- 
tive therapist for many years to come. They should 
be taught what to do about exercise when they are 
at home or when they are out of town where normal 
exercise facilities are inconvenient. Ordinary morn- 
ing exercise, games that the man and his wife and 
children can play together in the back yard, games 
and exercise programs of various kinds for the base- 
ment rumpus room, all should be taught. 

7. The individual should be influenced to form 
the habit of having an annual or bi-annual medical 
examination for himself and his family. 

To achieve this kind of program, the corrective 
therapist must secure the cooperation of the phy- 
sicians in his community. The physicians need to 
know more about corrective therapy and recondi- 
tioning than many of them now know. This will 
usually necessitate careful personal cultivation. It 
is probable that some physicians—especially those 
who have had experience with reconditioning in the 
services—will cooperate in the beginning and that 
others will not. As the corrective therapist continues 
to achieve good results, more and more physicians 
will become supporters and will cooperate by pre- 
scribing this type of activity for their patients, 

Corrective therapists and experts in physical re- 
conditioning now probably number not more than 
about 400 in the Veteran’s Administration. There 
are probably not over 200 more in the armed serv- 
ices. There may be a total of 200 to 400 in private 
practice, many of whom are poorly trained. Over 
ali, the writer doubts if there are more than a thou- 
sand such people practicing in the United States to- 
day. With adequate promotion, the profession 
should, in ten years, be able to place from one to 
half a dozen corrective therapists in almost every 
hospital in the country. These individuals would 
pay for themselves, so that it would not be an ad- 
ditional expense on the hospital, and there should 
be literally thousands of such people engaging in 
private practice of conditioning the middle and old 
aged people in this nation. In the smaller commu- 
nities, some of these people could be part time cor- 
rective therapists and be teaching part time in a 
school system. Few people realize the large prepon- 
derance of small communities in the United States. 
In the United States, generally, 36.5 per cent of the 
population is rural, living on farms or ranches. Of 
all of the communities in the United States, 41 per- 
cent are under 500 in population, 22 percent are 
under 1,000 in population, and only 2.5 percent are 


12 


over 25,000. It can readily be seen that in this large 
number of very sma]l communities, one man might 
work in the local hospital, do some work in the 
public school, and do some work in private practice. 
In the larger communities, however, many such in- 
dividuals will be needed on a full time basis. 

To promote such a program, it would seem to me 
that there should be some special training along the 
following four lines: 

1. How to run such a program. The program will 
not differ greatly from a good reconditioning pro- 
gram for convalescents, but some corrective thera- 
pists have put more of the training time on the re- 
medial program than on the general conditioning 
program, Such programs are available in print®, 

2. Training in how to secure proper medical co- 
operation, Programs of this kind must be ethically 
conducted, There will be a difference, however, in 
securing the voluntary cooperation of practicing phy- 
sicians in a community, from working under a spe- 
cialist in physical medicine in a hospital. 

3. There will be a need for an emphasis upon 
what might be called “sales promotion.” This type of 
program is relatively new in America: we need to 
know how to “sell it.” 

4. The male corrective therapist needs to learn 
more than many of them know about exercise pro- 
grams for women. There is, of course, just as much 
of a place in this field for women corrective ther- 
apists as there is for men. 

The writer stated above that he believes that we 
can do a great deal more to aid Americans to be- 
come self sufficient in their older years than the 
government can. Individuals—most of those living 
sedentary lives—retire physically at about twenty 
years of age, and progressively deteriorate. A great 
many of these are skimming along close to the base 
line of vitality in the last ten to twenty years of their 
lives. The man and woman who, on the other hand, 
keep themselves in good condition by good habits 
and by reasonably regular exercise, should maintain 
their vitality at a high level up until the last two or 
three years of life. One might illustrate this in the 
diagram in figure 1. The corrective therapist should 
be interested in the space between these two curves. 
He should be trying to raise those who follow the 
lower curve until they can follow the upper curve. 
We are talking a great’ deal these days in terms in 
geriatrics or the branch of medicine that attempts 
to cure the diseases of old age or to ameliorate the 
ravages of a degenerating organism. The writer is 





6—Programs suited for the early and late convalescence may be 
taken from the programs for patients and trainees of classes 3, 2 and 
1 from the War Department Technical Manual, T. M. 8-292, Physical 
Reconditioning, United States Government Printing Office, Washing- 
ton 25, D. C. December, 1944. 
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more interested in what might become “eugeristics” 
or the achieving of a physical and an emotional con- 
dition that will lead to a happy, fruitful, productive 
and well-conditioned old age. The expert in eu- 
geristics needs to cooperate with the expert in geri- 
atrics. When the profession of corrective therapy 


achieves this type of result in the United States, its 
contribution will become many times more valuable 
than its present contribution which is limited largely 
to benefiting the ills in our hospitals. Its practition- 
ers will also become many, many times more nu- 
merous, 





The Present Educational Challenge and Opportunity 
in Corrective Therapy 


By JOHN EISELE DAVIS, Sc.D. 


Chief Corrective Therapy 
Veterans Administration, Washington, D. C. 


INTRODUCTION 

Introducing this subject of education, one feels like 
the person who had a whole new world to talk about 
and could not find the place to begin. I must con- 
fess that I also have a justified feeling of inferiority 
in following Dr. Allan Gregg whose discussion of the 
role of Activity as Therapy is a classic contribution 
to the literature of medical rehabilitation. One feels 
like a person who is forced by some special circum- 
stance to approach a friend in the foyer of a theatre, 
grab him by the lapel of his coat and attempt to re- 
gale him with a story after a brilliant performance 
has been completed on the inside. In this case one 
can be sure that you have not been disappointed by 
the performance on the inside. I can only hope that 
you will not be too much put out by the story in the 
foyer. 

Corrective exercise is first of all an art. It is be- 
coming a science and has evolved into an accepted 
therapy. Corrective Therapy may be properly de- 
scribed as a discipline in the sense that a discipline 
involves strict and regular training, obedience and 
submission to control. As you well know, ours is a 
medical specialty under the direction and control 
of the doctor. When I went to the dictionary for an 
adequate definition of the word discipline, I found 
the following: “Discipline is the development of 
character through trouble, adversity and anxiety.” 
Looking back over the past year, I am quite sure that 
all the members of our organization will agree whole- 
heartedly that our specialty is a discipline in the full- 
est sense of this definition. We have been confronted 
with trouble, adversity and anxiety. Now that the 
troublesome clouds have rolled away the adversities 
in our path have been smoothed, and we no longer 
are disturbed by anxiety, we can proceed to a ra- 
tional discussion of the present educational chal- 


Journal of Physical and Mental Rehabilitation 


lenge and opportunity in corrective therapy. 

The education of the Corrective Therapist, admitt- 
edly the most important immediate problem con- 
fronting this group today, is vitally related to the 
concept of activity as an integral and responsible 
part of medical treatment. This, keystone of the cor- 
rective therapy structure, has captured the imagina- 
tion of progressive people who have found the idea 
sound and practical, The doctor informs us that we 
have in carefully graduated physical exercise a dis- 
age of medicine the potency of which increases as it 
becomes more medically controlled. We have been in 
psychiatric practice a signficant evolution in treat- 
ment from sorcery to science. The exercise therapist 
has perceived in his daily clinical experiences, a 
significant progression in ideas pertaining to physical 
exercise. He has learned two things, the first is that 
the potentials of education can only be attained by 
the therapist when he learns to educate through the 
physical instead of attempting to educate the physi- 
cal. In plain words, this simply means we are not 
muscle men. If we have to find a word in opposition 
to muscle men we might use the word mind. That 
is to say, we are concerned with the thoughts of the 
individual. We want to know what the patient thinks 
about these physical activities and the way he feels 
about them. The second thing, we have learned as 
corrective therapists is that formal exercise is not 
enough, we must elevate formal exercise into activity 
and dignify activity by relating it to a still higher 
level of adjustment in the sequences of rehabilita- 
tion. A simple illustration will explain what I am 
trying to say. Through formal resistive exercise we 
are able to strengthen the shoulder girdle of the 
paraplegic patient. It is only as we apply this gain to 
the activity of walking that the first step becomes 
meaningful. If we point ambulation toward a job ob- 
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jective, teaching the patient to accomplish movements 
from place in order to make a living. Then, the first 
two steps, formal exercise and activity training, be- 
come still more meaningful and significant. We then 
have a well-rounded regimen leading to the whole 
needs of the whole man. 

After a consideration of the basic concepts of our 
speciality, one might naturally ask the speaker when 
he is going to discuss the educational challenge and 
the educational possibilities of the Corrective Therap- 
ist. At the risk of over-simplification of an admittedly 
complex and complicated subject, I would like to say 
right now that the challenge to our profession may 
in some respect, be like the challenge to the nuclear 
physicist. We have a most powerful medium, our 
effectiveness depends on how we can control as 
well as direct it. The opportunities depend upon the 
faith, and sincerity as well as the finesse with which 
we develop the techniques of corrective therapy. 
There is no substitute for intelligent, hard work 
and what we are able to do with our speciality de- 
pends upon these factors with an added X factor. 
This latter factor is the active guidance, teaching 
and control by the physician. And then we may add 
one other item of the greatest importance, the type 
and personality of the therapist. Many of you 
here today, have heard me on more than one oc- 
casion comment upon the high caliber of our work- 
ers. The Corrective Therapists represent a highly 
selective group of whom we have every right to feel 
proud. 

In order to bring into focus some of the factors, 
conditions, and experiences relating to our present 
and future needs in education, let us review some of 
the recent developments. 

The Therapeutic section committee report of the 
A.A.H.P.E.R. has been giving continuous attention 
to a study of physical reconditioning and its implica- 
tions for postwar use. This committee realizing the 
need for adequate training standards for workers in 
the specific area of recreation and physical education 
in reconditioning and rehabilitation, the area that is 
called quite generally “Corrective Physical Educa- 
tion.” This Committee including physicians and phy- 
sical educators suggested the following educational 
requirements, f 
1. Prerequisites 

A. Graduation from an approved “school” of 

Physical Education with a B.A. or B.S, Degree. 

B. Required courses in applied sciences 

Physics or Chemistry 
Anatomy 

Physiology 
Psychology 

Personal Hygiene 


C. Broad experience in all the skills of recreation 
and physical education. 
II. To be Required in the “Graduate Program” 
A. Applied Sciences 
Anatomy—including kinesiology 
Physiology 
Psychology 
Neurology 
B. Pathology and medical terminology 
C. Application of Exercise to Medical Practice 
Orthopedics 
Neuro-psychiatry 
Medicine and Surgery, etc. 
D. Special Techniques, such as: 
Adapted sports and physical education ac- 
tivities 
Developmental 
cases 


activities for ambulatory 
Conditioning techniques 
Recreation as therapy for psycho-somatic 
aspects of all illness. 
E. Ethics and Orientation to Occupational 
Therapy Physical Therapy, etc. 
F. Clinical Practice Hours—Field Work 

The worth of this total offering will depend large- 
ly upon this aspect of the program. 

It seems desirable that the instruction shall be 
under combined medical and technical supervision. 
Where a department of physical education is in- 
corporated in a university with a medical school, it 
would seem logical that the medical school take some 
interest in this program and have one of its staff 
(preferably a physiatrist or one equally qualified) 
act cooperatively with someone from the department 
of physical education, in the administration of the 
program. Where direct connection with a medical 
school is impossible, medical facilities must be ade- 
quate.” 

Dr. William Bierman among others called at- 
tention to need for a revision of courses in physical 
education to include a minimum of 26 semester 
hours of basic sciences, biology or equivalent, ana- 
tomy and kinesiology, physiology and physiology of 
exercise, He lists as desirable Chemistry, Psychology 
personal hygiene, mental hygiene or equivalent. 
Clarke and Elkins feel that the physical educator 
needs more advanced courses in anatomy, kinesology, 
physiology and the physiology of exercise and must 
know their relationship to pathologic conditions. An 
editorial in the Archives of Physical Medicine makes 
the observation that although most of the work rela- 
tive to body mechanics has been done by physical 
educationists, most if not all have been made an 
apparently healthy individuals. Others interested in 
this field have made the observation that courses in 
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physical education given in most schools of this coun- 
try are apparently based upon the premise that all 
the people the students will contact will be well in- 
dividuals. In other words, the criticism that schools ol 
physical education have failed to realize the many 
pathological conditions the student will meet in his 
educational experiences is a valid criticism. 

The corrective therapist does not have to be re- 
minded of the importance of a study of the whole 
individual who may be partly well and partly sick. 
He is even more impressed with the need for spe- 
cialized training which will equip him to administer 
therapeutic exercises to diseased parts. He realizes 
the need for education in the physiology and path- 
ology of disease. From the viewpoint of the Correc- 
tive Therapist, one of the most valuable surveys was 
made by Klein in which he received replies from 107 
doctors of physical medicine in which they, the doc- 
tors, listed the courses as to their importance in a 
curriculum devised to give the corrective therapists 
an adequate educational basis for the operation of 
their specialty. Those deemed of most importance 
by the doctors recommending them were Body me- 
chanics and kinesiology 60%, anatomy (functional) 
77%, Corrective Physical Education applied to path- 
ological conditions 74°%%; methods of rehabilitation 
57%, Supportive Methods 52%, Physiology applied 
to general conditioning 52%, Principles, organiza- 
tion and Administration of Physical Education 52%. 
Other courses were listed of prime importance by less 
than half of the doctors. This appraisal of the sub- 
ject matter needed for a practical job of clinical 
work, is in my opinion of the greatest validity. These 
doctors were able to obtain precise information at 
the operational level, and have avoided the mistakes 
commonly made of setting up educational criteria in 
some isolated position away from the point of actual 
operation of the techniques being taught. 

Several schools of physical education are at pres- 
ent studying a revision of their curriculum to include 
subjects needed for trainees in this type of work and 
are making arrangements for clinical training in 
psychiatric and GM&S Hospitals. Those who have 
had considerable experience in this field have 
pointed out the advantage of clinical on the job 
training as compared to didactic instruction and have 
advocated a teaching arrangement whereby the Cor- 
rective Therapist inductee spends a considerable pe- 
riod at a hospital gathering daily instruction under 
the supervision of the Chief of Physical Medicine and 
staff therapists. Dr. Abramson, Chief PMR, Bronx 
VAH, had proposed a training course for Corrective 
Therapists to be held at his hospital where there is 
functioning a most progressive and effective service. 
Five hours a week would be spent in general super- 
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vised clinical experience, demonstrations and general 
practice, 5 hours per week would be devoted to sem- 
inar discussions, Lectures, 2 hours a week would be 
given on elementary pathology, anatomy of the ner- 
vous system, 4 hours to human physiology, clinical 
neurology, elementary psychiatry, general survey of 
orthopedics, therapeutic exercise. Additional topics 
included Rehabilitation and acceptance of Handi- 
caps, Ethics and Institutional Aspects of Corrective 
Therapy. This curriculum was set up to fill out 
those areas in which Corrective therapy should re- 
ceive training to make their educational status equal 
to physical therapy. In other words such a curricu- 
lum would give the corrective therapist comparable 
education to the physical therapist in all areas except 
the modalities of heat, light and electricity. If this 
can be done, we will have solved one of the most dif- 
ficult of all the problems confronting Corrective 
Therapy today. We are concerned with physical ex- 
ercise, scientifically administered for an increasing 
variety of conditions and are attempting to direct 
our education into those specific channels. This 
group is acquainted with the four courses of instruc- 
tion for Corrective Therapists assigned to psychiatric 
patients at Topeka, under Dr. Karl Menninger and 
with the active assistance of Dr. Greenwood. That 
courses have been eminently successful is attested by 
the fact that hospital managers are continually re- 


questing the acceptance of their therapists to attend 
these schools. 


This doesn’t imply that we are satisfied with our 
progress, our techniques, the selection of our person- 
nel or our education. In delineating the area of 
education applicable to the corrective therapist we 
must recognize two separate groups; 1, Corrective 
Therapists on the job and new employees. Our pro- 
posed standards for corrective therapists coming into 
our service will be much more rigid and exacting. 
In the past, standards have been necessarily broad 
and elastic to enable the best men from the Armed 
Forces to be employed. About the only standard 
which could be applied with these personnel was 
experience. Education varied from high school 
qualifications to a doctor’s degree. 


Now that we have been able to assimilate selec- 
tive therapists and our services have been successful 
as testified by 88 per cent of the Managers of our 
hospitals, it is the time to set up new standards to 
assure that the incoming incumbents will have ade- 
quate education and clinical experience. The pro- 
posed standards require: 

1. A degree from an accredited school with a 

major in physical education. 


2. A minimum (perhaps 200 clock 
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hours) of clinical experience under medical 
supervision. 

To our knowledge there are three schools at 
present graduating students who can meet 
these requirements, two on a graduate level 
and one on an under-graduate level. 

One of these schools reports: “We have now had 
our training program in operation for three years, 
and it has proven quite successful. You will note that 
a strong undergraduate major is an absolute pre- 
requisite for entrance into this advanced sequence. 
The graduate courses required emphasive three fac- 
tors: (1) basic sciences in relation to pathological 
conditions taught by medical doctors; (2) adapta- 
tion of exercises and physical activities to handi- 
capped individuals under the instruction of especially 
qualified physical educators; and (3) a great amount 
of field work experience in hospitals and rehabili- 
tation centers under medical and psychiatric super- 
vision . The field experience is very extensive, 
each student getting a minimum of 300 hours of 
clinical work under medical supervision. 

While we ordinarily think of our specialty as be- 
ing concerned with the correction of physical and 
mental defects, the Corrective Therapist is also con- 
cerned with health maintenance for those patients 
who must remain in the hospital for protracted con- 
valescence. In addition to these considerations, I 
would like to call your attention to the importance 
of relating our techniques to work objectives of the 
patient. The education of the Corrective Therapist 
should, in my opinion, be devised for advanced work 
on the physiology of exercise based upon the new 
scientific knowledge developed recently in this field 
by such people as Henry, of the University of Cali- 
fornia. Such a course should include the basic na- 
ture of muscular work, the mechanism of the energy 
transformation into tension, methods of measuring 
work output along with scientific evaluation of the 
emotional factors which so often make inoperative 
the scientific precision of physical techniques. 

The remedial gymnasts, our compatriots of Eng- 
land, lay special stress upon industrial rehabilita- 
tion and have made a special study of the skills 
necessary to do certain jobs and the utilization of cor- 
rective exercise to produce compensatory function 
for physical losses due to injury or disease. Our ed- 
ucation should include such practical information 
and training of work skills in relationship to physical 
exercise. We will have to make it clear what we 
mean by education. Are we thinking primarily about 
a curriculum requirement, the completion of so many 
formal units or are we thinking about education 
through clinical training and professional techniques 
developed as a result of daily work with patients. 
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There are many people who would like to judge the 
educational status of the individual on the basis of 
school work completed, ignoring the very definite 
need for educational criteria based upon an analysis 
of all the factors which go into the job the therapist 
performs in the hospital. Any such evaluation will 
lay considerable stress upon clinical experience, upon 
the practical know how which can only be gained 
after painstaking work with particular types of pa- 
tients being motivated as well as directed. 

There are certain things we must understand about 
the unique individual commonly referred to as a pa- 
tient. In the first place he is one of us. He may be 
your brother, sister, father or mother, your neighbor 
or a stranger. Even if he is a stranger, you can at 
once feel a sort of kinship with him, a mutuality of 
effort in working towards his recovery, tied up with 
many subtle relationships some immediate and others 
remote and seemingly far removed from the general 
problems of treatment. All these little things, in 
your relationship to the patient, these so called “so- 
cial minutae” may become major factors even in 
some cases the difference between the patient getting 
well. These ideas are certainly not new and yet 
they must be repeated in order to obtain a practical 
perspective as to the necessary education of the 
therapist. The therapist must know what he is being 
educated for, he must have an understanding of the 
specific job for which he is held responsible and 
above all he must know the patient, his potentials 
for treatment. He must know and accept the patient 
as a unique individual. He must accept his profes- 
sion as a distinctive approach to the patient within 
the general framework of overall therapy. He must 
grasp the significance of working with rather than 
on the patient, of attracting rather than directing 
him, of sharing his insight into the potency of mod- 
ern rehabilitation methods with the patient. He 
must above all understand the practical importance 
and application of attitude therapy since his feeling 
about the patient and the patient’s feeling toward 
him may vitalize or vitiate the treatment being car- 
ried out. He must be able to analyze the peculiar 
components of treatment coming out of the non 
verbal sensory levels. He must realize that there 
are many ways in which the patient attempts to ex- 
press his illness and that these means are not con- 
fined to the verbal or purely intellectual level. He 
must appreciate the naturalness and satisfaction with 
which the patient adjusts at the sensory level. 

We may next say with Socrates, that the teacher 
must know himself. We have said over and over 
again that the effectiveness of the Corrective thera- 
pist is not dependent primarily upon his skill in 
technique. His own personality looms ever large 
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and most frequently dominating. As Dr. Gregg has 
so strikingly reminded us, there are various levels 
and ways of knowing. When the patient says, he 
knows the therapist, he is likely to mean that he has 
penetrated into the personality of the therapist and 
he sees him as he is in social relationship. Kavruk 
and Goheen have listed the personality attributes 
necessary for satisfactory performance in a signifi- 
cant article appearing in the Journal of our Asso- 
ciation. They have stated that the therapist does not 
become a better worker or even a successful worker 
by simply remaining on the job. He must have cer- 
tain personality assets. Based upon a_ personality 
study of the therapists who are doing good work in 
our hospitals, the psychologist will be able to select 
items for a battery of tests which will enable us to 
utilize these factors advantageously and avoid emo- 
tional misfits. The education of the corrective thera- 
pist might well include an initial screening process 
so that we can select the applicants who will have 
the best chance to succeed. 


If we were to judge the Corrective Therapist 
purely upon the results he has been able to achieve 
in the hospital, and I can’t think of a more realistic 
appraisal, I believe we would find that his effective- 
ness depends upon his (a) practical knowledge of 
the patient’s personality, his interests and motiva- 
tional areas, (b), an understanding of his physical 
and psychological potentials, (c) an appreciation of 
the uniqueness of modified and motivated physical 
exercise as a vehicle for inter-personal relationships, 
(d) his skill in techniques. This does not imply 
that the Corrective Therapist must be a psychiatrist, 
nor a physiatrist. It does mean, however, that he 
must not only be cognizant of these elements of 
therapy and rehabilitation but must be able to em- 
ploy them as part of the science and art of his pro- 
fession. While I realize that these ideas may appear 
old, they are certainly not outmoded, 

Now what relation does this have to the educa- 
tion of the Corrective Therapist. To my mind these 
foregoing facts point to the following conclusions. 
I, Professional educational preparation of our group 
must include tar more than formal training. H. An 
analysis of the effectiveness of Corrective Therapy 
in the hospital will show that the factors of psycho- 
logical understanding of the patient are of primary 
importance. III. Any type of education stressing 
techniques above these psychological factors will be 
inadequate. IV. This viewpoint does not minimize 
the importance of an analysis of skills and their ap- 
plication. 


As a basis for our educational criteria, I have been 
much impressed with the clinical work I have seen 
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in our Veterans Administration Hospitals. To give 
you an idea of the many complex elements entering 
into this problem of education, allow me to cite the 
work of Corrective Therapist Kossling, who from 
the wealth of his daily experience wrote down the 
principles which he found effective in the orienta- 
tion and motivation of psychotic patients. 

1. Use previous experiences of the patient to 
assist in reaching your present objectives 
with the patient. 

2. Use different types of approach. 

3. Socialize individuals and groups. 

4. Give meaningfulness to your activity. 

5. Have patient assume responsibility, 

6. Utilize physical activity for organic develop- 
ment. 


~I 


Pointing to faults of execution aids in correc- 
tion of mistakes. 

8. Interest facilitates learning. 

9. One learns many things at the same time. 

10. The Corrective Therapist is part of the 

whole rehabilitation team. 

How are we to motivate the patient? Kossling 
has found as means of arousing the interest of the 
patient: 

1. The development of personal satisfaction in 
the progress of his condition. 


2. Curiosity. 

3. Develop a feeling of security in the patient. 

4. Teach corrective therapy through the phys- 
ical as well as of the physical. 

5. Utilize recreational outlets insofar as they 
meet the patient’s needs, not his whims and 
fancies. 

6. Provide rewards. 

7. Allow the patient to belong to a cause. 

8. Employ visual aids including movies, models, 


newspapers, charts, posters, mottoes. 


Thus we are led to the conclusion that the Cor- 
rective Therapist to be well educated must be an all 
around individual concerned with the totalistic ap- 
proach to the patient. He must have a_ practical 
knowledge of the social psychology of physical and 
mental disability. Any consideration of the educa- 
tional preparation of the Corrective Therapist must 
also acknowledge the mechanics of modern educa- 
tion and the limited facilities of schools to assimilate 
additional students. 

We are told by our English friends that “In the 
forseeable future it is reasonable to expect that there 
will be a steady demand for the male remedial gym- 
nast, a demand created by the ever widening reali- 
zation of his value and by the openings of new re- 
habilitation departments and centres. This steady 
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demand can only be satisfied by a steady supply of 
trained men with a background in general physical 
education, class leadership and social and industrial 
experience, elements so indispensible to an intelli- 
gent approach to the rehabilitation of the disabled.” 
We have every reason to believe that the field of the 
Exercise Therapist will continue to expand in this 
country and there will be increased demands for 
their services. The present need is for a standardiza- 
tion of educational curricula and facilities to take 
care of this need. The criteria both in terms of for- 
mal education and clinical experience is being es- 
tablished on the basis of the treatment needs of the 
patient in the hospital situation. Three factors (a) 
education, (b) schools, (c) medical accreditation, 
make up one overall] problem, the problem of effec- 


tive and progressive therapy, the problem of total 
rehabilitation. Medical Specialization has developed 
this dynamic component of therapy and it is to pro- 
gressive medicine that we may look with confidence 
for the continued successful resolution of our future 
course in education, our problem of working out the 
most effective training of our workers to do the ever 
present practical job of therapy. 

Definite progress has been made in these direc- 
tions. The outstanding work you have done and are 
doing in the field of therapy has given us the basis 
upon which to build and perfect these plans for the 
education of the corrective therapists. We have a 
challenge posed by a dynamic concept of therapy, 
a challenge equalled only by the opportunity to meet 
it in a practical and realistic manner. 





EDITORIAL 


PROFESSIONAL STATUS 


The Association for Mental and Physical Rehabili- 
tation has just completed its fourth annual scientific 
and clinical session. As one reviews this convocation 
in relationship to the previous conventions, he is 
at once impressed with its rapid and yet substantial 
growth, While it has not been the primary aim of 
the members to foster physical growth, there has been 
an acceleration in membership. Far more significant, 
however, has been gradual growth of professional 
spirit and stature, shown especially in the mature 
papers presented by the Corrective Therapists before 
this group. As has been pointed out, this progress is 
attributable to many factors, the most important of 
which have been medical leadership, support and 
control; the validity and strength of our basic con- 
cepts; good old fashioned persistent hard work and 
the spiritual as well as mental stimulation in the 
challenging courses of instruction at Topeka, Hines, 
Richmond and Los Angeles. 

While such accomplishments are commendable we 
as a group realize that we cannot live in the past. 
We only make mention of such progress as it offers 
us the spur and incentive to renewed effort. It is 
necessary to realize that we, as individuals and as 
a therapeutic group, are in an intensively competitive 
society. We must produce or give way to the march 
of others who can meet the demands of these pro- 
gressive times. 


Our present objective aims at individual improve- 


ment. Professional competence for the Corrective 
Therapist is not some standard basically different 
from the requirements for other medical adjunctive 
groups. Dr. Alan Gregg has called my attention to 
the criteria set down a generation ago by Dr. Abra- 
ham Flexner for judging whether an occupation has 
gained professional status or not. According to his 
interpretation of the professions: 

“1. They involve essentially intellectual opera- 
tions accompanied by individual responsibility; 
2. They are learned in nature and their members 
are constantly resorting to the laboratory and sem- 
inar for a fresh supply of facts; 3. They are not 
merely academic and theoretical, however, but are 
definitely practical in their aims; 4. They possess 
a technique capable of communication through a 
highly specialized educational discipline; 5. They 
are self-organized, with activities, duties and respon- 
sibilities which completely engage their participants 
and develop group consciousness; and finally 6. They 
are likely to be more responsive to the public in- 
terest than are unorganized and isolated individuals 
and they tend to become increasingly concerned with 
the achievement of social ends.” 

We are indebted to Dr. Gregg for this excellent 
example of his constant touch with practicability as 
he wields his deep educational experience in the in- 
terests of progressive therapeutic practice. 

—JOHN ElseLe Davis, Sc.D. 
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A Tribute to Our Past President 


Too few of us realize, how very fortunate our As- 
sociation has been, to have Raymond W. Swanson 
as our President, during the past difficult year. 

We have heard him “speak to us” through the in- 
formative columns of his News letter. Some of us 
have had the pleasure of working with him on con- 
vention business. A few more of us have been guided 
by his judgment in keeping the cost of our Journal 
within the bounds of a growing association, Others 
have—into the “wee-small-hours” of the morning— 
stood by, to share his problems and advise, when the 
“going was tough.” But so few of us are aware of the 
peristent, untiring, intelligent handling of the prob- 
lems that developed during the year-regarding the fu- 
ture of CORRECTIVE THERAPY-that it is fitting 
and proper, in the colums of this Journal to pay tri- 
bute to the sterling qualities of leadership, which 
the entire membership of our Association has been 
privileged to receive from his administration. 

Ray’s leadership has been quietly stimulating, tol- 
erant, but effectively firm and determined when nec- 
essary. His mind has always been open to suggestions 
that would be of benefit to the patient and not the 
individual therapist. He has seen the importance to 
all of us, to have more of the facts concerning the 
therapeutic values of exercise. He has pointed to 
these new horizons in stimulating and supporting the 
activities of the recently appointed research com- 
mittee. 


In a quietly optimistic, unassuming but determined 
manner, he has set high standards for our association 
to follow. 

As one door closes, another will open, and we wish 
him Godspeed and—‘““Thanks for Everything,” Ray. 


Our Retiring Team of Officers 


“An organization is as effective as its weakest 
links,” has been accepted for a long time, as suffic- 
ient reason for changes, especially in a Democracy 
like America. 





Most organizations are particularly anxious to 
elect officers, who thru their interest, experience, ca- 
pacity and enthusiasm, will conduct the business of 
their Association, for the benefit for all the members, 
not the privileged few. This has been examplified so 
well, by the performance of our Officers during 
1949-50. 

This Association has been particularly fortunate in 
choosing the retiring Officers, who have made this 
year one of steady and successful progress. 

I am sure I express the feeling of the entire mem- 
bership, when I say—You have carried on the busi- 
ness of the association with satisfaction and_profes- 
sional stimulation to all. You have set new standards 
for the incoming Team to maintain. We thank you, 
for work well done and for managing the best con- 
vention in the history of our association. 

As you turn over the challenge to the Officers you 
may feel proud of the standards you have set. 








‘We wish to express our sincere appreciation for the in- 


terest shown us at the Memphis convention. 


It is our desire to be of service to all members of the as- 


sociation in their orthopedic shoe problems.” 


FOOT CULTURE SHOE CO., INC. 


281-283 FLATBUSH AVE. 
BROOKLYN 17, N. Y. 
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THE PRESIDENT SPEAKS 


I wish to express my sincere gratitude to each and 
every member who assisted in placing me in the of- 
fice of president. There is nothing so gratifying as to 
find oneself leading a movement that has a zest for 
accomplishment and sound professional standing. 
Our association is one of which we may well be 
proud. 


In recent months there have been trials that have 
been of drastic proportions and yet, thanks to a 


strong and loyal membership, we were able to con- 





tinue to treat the ill of mind and body. This is our 
mission, our profession. We are grateful to our many 
friends in the related fields of medicine for their 
support in time of need. Their efforts will not be 


forgotten. 


In the plans for the coming year there are many 
areas that will need our undivided attention. It will 
be necessary to sustain a concentrated drive for train- 
ing facilities and high standards. New educational 


processes will be stressed to assist in enlightening 
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other professional people in regard to our objectives 
and our obligations. In view of the fact that Cor- 
rective Therapy is but one phase of a larger move- 
ment, it is important that we do not become narrow 
and self centered, but that we grow and strengthen 
in the years to come. 


Frequently, new clinics and hospitals are calling 
on our personnel to serve their needs. These are 
encouraging signs for our profession. In order to 
make our therapists available to these institutions, 
we will make a concerted effort, upon approval of 
the Association, to establish a professional register of 
all Corrective Therapists under the guidance and su- 
pervision of the medical profession. State registers 
will be encouraged in order to extend this service 
to local areas. These efforts within the state will be 
subject to the guidance and approval of the Na- 
tional Committee and Board organized for this 


purpose. 


The formation of local chapters in the past year 
has injected new blood into the national organiza- 
tion and these units must be encouraged if we are 
to serve our communities well. Planned programs 
by these chapters can be of significant importance in 
exchanging ideas with other groups as well as fos- 
tering the growth and development of Corrective 
Therapy. 


Increased membership will be a natural sign of 
the sound growth of our association. International 
relationships will be strengthened with other nations 
where people are carrying on a similar type of work. 
This idea has been started and will be extended 
this year. 


In closing, I wish to say that it is my deepest de- 
sire to serve each and every one of the membership 
to the best of my ability and may all of our efforts 
be in the best interests of the person who makes our 


profession possible —The Patient. 
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Appointments 

Mr. Thomas Fleming, formerly the Chief of Cor- 
rective Therapy at Coatsville, V. A. Hospital, was 
transferred as Chief at the new Veterans Hospital at 
Montrose, New York. Mr. Fleming will be’ assisted 
in his administrative and supervisory duties by Mr. 
Robert Macaluso, formerly of Coatsville, Pa., and 
Mr. Edward Mecchella, formerly of Northport, N. Y. 





Dr. Arthur Abramson, Dr. Howard Rusk and Dr. 
Dennison were appointed by President Truman on 
June 5th, to serve on a three man committee, to re- 
view Veteran Administration hospitalization program 
with special attention to paraplegics and amputees. 
Both Dr. Abramson and Dr. Rusk are members of 
the Advisory Board of our Association, 


Physical Medicine School 

A third course in Physical Medicine and Rehabili- 
tation was given at the Veterans Administration Hos- 
pital, Hines, Illinois, for physicians from other Vet- 
eran Administration hospitals throughout the coun- 
try. This course which began April 17, 1950 ran 
for a period of ten weeks under the direction of 
Dr. Louis B. Newman, Chief, Physical Medicine Re- 
habilitation Service at V. A. Hospital, Hines, Illinois. 


Medical Students in Mental Hospital 

For the Summer of 1950, Western State Hospital, 
Stanton, Va., has been able to secure the employment 
of medical students who have completed their third 
year at the Medical School of the University of Vir- 
ginia. 

During their three months’ stay they will partici- 
pate in all staff activities and function to some ex- 
tent as practicing physicians with duties directly un- 
der the supervision of the Chief of Service. This 
program is seen as a wedge whereby the mental hos- 
pital can acquaint the future doctor with the prob- 
lems of caring for the mentally ill in Virginia. 





Hails Aid to Veterans 
(From The New York Times) 

No money spent by the Government is more ap- 
preciated than that which is used for prosthetics, the 
development of devices to replace parts of the body, 
Carl R. Gray Jr., Administrator of Veterans Affairs, 
declared recently. 
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Mr. Gray spoke at the official opening of the pros- 
thetic and sensory aids exhibit at the Veterans Ad- 
ministration Regional Building, 252 Seventh Ave- 
nue, before 200 scientists, doctors and Government 
leaders. 

“In behalf of the Government I also express thanks 
to the research agencies which contribute toward the 
development of newest devices available to civilians 
as well as war veterans,” he said. 

Actors Boris Karloff, John Raby and Anne Sey- 
mour participated in a dramatization of character of 
fiction and history, comparing their crude “peg legs” 
and “hooks” with modern appliances. Bernard M. 
Baruch attended and greeted the amputees. 





Preparing for Paraplegia 


Actor Marlon Brando, playing the lead role in the 
forthcoming movie “The Men” portrays a paraplegic 
veteran. In order to play the role realistically actor 
Brando spent a month with paraplegic patients at 
Birmingham Veterans Administration Hospital, Cali- 
fornia, to learn the mechanics of living as a para- 
plegic. A number of our members worked with Mar- 
lon Brando. 


Survivors 


A group of ex-service men found that 40% of the 
patients in Veterans Administration hospitals 
throughout the country do not have visitors. The or- 
ganization “Survivors” was set up in order to insure 
the veteran in the hospital will not become the “for- 
gotten man.” Each member is required for one year 
to “sponsor” a veteran by visiting him at least twice 
a month and to supply the veteran with his needs. 
Plans are being made for a national organization. 
The plan originated with Perry Point Veterans Ad- 
ministration Hospital. 





OFFICIAL DIRECTORY 


An Official Directory of the membership of 
the Association was prepared for distribution at 
the Convention. A few copies are still available. 
Your copy may be secured at a cost of 25c by 
addressing the Secretary, Mr. Louis M. Frazier, 
Jr., Kennedy V.A.M.T.G. Hospital, Memphis, 
Tenn. Not many left. Better order your copy 
soon, 
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A Series of Temporary Lower Extremity Prostheses 


HOWARD ZIMMER, M.A. 
Chief, Corrective Therapy 


Veterans Administration Hospital 


Lincoln, Nebraska 


Reviewed in the Veterans Administration and pub- 
lished with the approval of the Chief Medical Dr- 
rector. The statements and conclusions published by 
the author are the result of his own study and do 
not necessarily reflect the opinion or policy of the 
Veterans Administration. 

The usual waiting period between leg amputation 
and receipt of the permanent prosthesis is a diffi- 
cult and tiresome one for the amputee. In the gen- 
eral course of treatment, the amputee remains in 
the hospital until wound healing is complete; he has 
been taught to wrap his stump; he is taught the 
proper exercises to prevent contractures and develop 
the muscles controlling the stump, and until he be- 
comes fairly proficient at crutch walking. Following 
this instruction the patient is allowed to go home 
until he is ready to be fitted with a permanent pros- 
thesis. When he receives the prosthesis he remains at 
the hospital for instruction in its use until he per- 
forms satisfactorily on it. 

By interview with a number of amputee patients, 
it was learned that during the waiting period at 
home between amputation and receipt of the pros- 
thesis the patients did little, if any work; exercised 
their stumps only sporadically and became quite 
bored from sitting around home. 

For many years it has been the custom of ortho- 
pedic surgeons to fit lower extremity amputees with 
pylons to facilitate ambulation. These pylons most 
frequently were the lower portions of wooden 
crutches incorporated into heavy plaster cast sockets. 
By their use the patients could get about more easily; 
developed the muscles controlling their stumps; de- 
veloped a sense of balance, and continued to shrink 
their stumps. 

CASE ONE:~—At this hospital an attempt was made 
to ambulate a middle aged male patient, who was dis- 
abled by a recent supracondylar amputation. The 
resident Orthopedic Surgeon and the Corrective 
Therapist working together fitted this patient with 
the conventional pylon consisting of a heavy plaster 
cast socket incorporated into the lower end of a 
wooden crutch and suspended from the patient by 
a shoulder loop. This pylon, typical of this particu- 
lar type, was heavy, ill balanced, difficult to main- 
tain in position, and jutted forward when the pa- 
tient was seated. 
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In an effort to improve upon this pylon, the per- 
mission and cooperation of the Orthopedic Resident 
was secured. A light weight plaster cast socket with 
a heavily built up rim was applied to the amputa- 
tion stump. When dry the plaster socket was fitted 
into the thigh cuff of a discarded double bar, full 
length leg brace. A roughly shaped foot and shin 
was constructed (See Fig. 1) of pine two by fours; 
inserted into the shoe which was attached to the 
brace, and the shin piece was held bctween the be- 
low knee bars by rubber tubing. This temporary 
prosthesis was supported on the patient by a shoulder 
loop. The advantages were: a better balanced pylon; 
a knee joint which would unlock when the patient 
was seated; a more natural appearance when worn 
under trousers; better maintenance of position due 
to better, easier placement of shoulder loops; very 
little increase in total weight. The disadvantages 
were: breakdown of the posterior rim of the plaster 
socket from sitting and weight bearing, several new 
plaster sockets were required due to stump shrink- 
age, and a tendency for the stump to slip out of the 
socket when the patient was seated due to the shoul- 
der loop suspension. At the end of four months 
when the patient’s permanent prosthesis was ob- 
tained, his stump was well shrunk, was in good sur- 
gical condition and he had learned to balance prop- 
erly. The patient used only one cane for security 
and on level ground could walk without it. Gait 
training on the permanent prosthesis required only 
a few days due to the fundamentals learned on the 
temporary prosthesis. 

CASE TWO:—The next amputee to be fitted with 
a temporary prosthesis was also a middle aged man 
whose leg was amputated through the distal third 
of the femur, With this patient an attempt was made 
to overcome the disadvantages of the temporary pros- 
thesis previously described in Case One. Among the 
discarded braces a double bar, full length, ischial 
weight bearing caliper brace of approximately the 
correct size was found. A foot and shin piece, pre- 
viously described, was constructed. Due to the cali- 
per type attachment to the shoe, a slightly different 
arrangement of attaching the shin to the bars of the 
brace was required. (See Fig. 2). A taut loop of 
rubber tubing surrounding the side bars was passed 
anteriorly to the shin piece, allowing plantar flexion 


Vol. 4. No. 3 June-July, 1950 


A SERIES OF TEMPORARY LOWER EXTREMITY PROSTHESES 


co: the ankle and returning the foot to ninety degrees __ plied. 
following plantar flexion. A loop of leather strap 
surrounding the side bars was passed posteriorly to 
the shin and was secured to the shin by a wood screw, 
preventing dorsiflexion over five to ten degrees to 
provide a more solid base for standing. The bars of 
the brace were bent to conform to the patient’s 
stump and the ischial seat adjusted to the proper 
height. The leather thigh cuff was cut lengthwise 
on the posterior side and eyelets for lacing were ap- 


By proper adjustment of the anterior and 
posterior lacing, the stump was firmly held in place. 
The temporary prosthesis was supported on the pa- 
tient by a strap from the lateral side of the ischial 
ring to a heavy leather belt approximately two and 
one-half inches wide worn about the patient's pelvis, 
(See Fig. 3, 4). The advantages of this temporary 
leg over the one previously described are: less weight, 
adjustment of the thigh cuff to allow for stump 
shrinkage, better maintenance of the stump in the 
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Fig. 7 








socket in all positions, and better ankle action. The 
disadvantages of this temporary prosthesis are: reen- 
forcement of the shoe heel by driving two-inch wood 
screws on each side of the metal tube through the 
rubber heel into the wooden foot is necessary due to 
the downward pressure of the tube in which the cali- 
per lugs fit; also additional straps, anteriorly and 
posteriorly from the socket to the midline on the 
pelvic belt, are necessary to help prevent hip abduc- 
tion. Unfortunately, the brace with which this pa- 
tient was fitted was not equipped with knee joints. 
Approximately five months later the patient’s per- 
manent prosthesis was obtained. In less than an hour 
of gait training he was walking satisfactorily on level 
surfaces. 

CASE THREE:—The next patient fitted with a 
temporary prosthesis was a young men in his twen- 
ties whose leg was amputated at the distal third of 
femur. He was fitted with a double bar, full length, 
ischial weight bearing brace with locked knee joints. 
The same type wooden foot and shin piece was used 
as on previous temporary prostheses. The supply of 
discarded braces provided a ready made pelvic band 
with metal hip joint. A satisfactory fit to the pa- 
tient was made, This pelvic belt maintained the 
temporary prosthesis in better position at all times 
than did the leather belt without the metal hip joint. 

CASE FOUR:—A middle aged male patient with 
a below knee amputation was the next to be fitted 
with a temporary prosthesis, The Resident Ortho- 
pedic Surgeon and Corrective Therapist agreed that 
it would be more expedient to fit this patient with 
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the same type ischial weight bearing brace, with knee 
lock, as previously described, This temporary pros- 
thesis was supported by a tight fitting thigh cuff 
just above the femoral condyles. The patient at- 
tempted to walk with the knee joints of the brace 
unlocked, but there was insufficient quadriceps mus- 
cle strength and the alignment of the brace made 
this unsuccessful. With the knee joints locked the 
patient walked satisfactorily. The picture illustrat- 
ing this temporary prosthesis (Fig. 5) was made be- 
fore corrections were made in the brace to main- 
tain the patient’s knee in full extension. 

CASE FIVE:—The latest trial with a temporary 
prosthesis was just completed. A wooden, below knee 
prosthesis in good condition was acquired by the 
Corrective Therapist. The patient fitted with the 
temporary prosthesis is a young male in his twenties, 
with an amputation at the junction of the middle 
and proximal third of the femur. An ischial weight 
bearing ring was attached to the above knee bars of 
the below knee prosthesis at the proper height. The 
above knee bars were bent slightly to conform more 
with the shape of the stump and the thigh cuff was 
so laced as to fit the stump firmly. A knee kick 
strap was made of cotton webbing and was joined 
to the thigh cuff by rubber tubing. A makeshift pel- 
vic belt with anterior and posterior straps for pre- 
vention of excessive abduction, in addition to the lat- 
eral support strap, held the temporary prosthesis in 
position satisfactorily. (See Fig. 6-7) . 

COMMENT:~—In construction of the wooden foot 
and shin piece for use with full length leg braces, 
white pine two by fours were used. Both four-inch 
wood screws and one-quarter inch wooden dowels 
were used to attach the foot to the shin piece; either 
method proved satisfactory. The foot must be set 
at about ten degrees plantar flexion to compensate 
for the heel on the shoe, It was also found that by 
making an upward cut one-half inch deep crosswise 
in the bottom of the foot at the front edge of the 
heel, tapering from this cut backward through the 
heel and forward to form the arch that the wooden 
foot conforms better to the shoe. If this is not done 
and the foot left flat on the bottom, the shoe sole 
will remain one-quarter inch to one-half inch above 
the floor when the weight of the patient is trans- 
mitted to the heel through the brace bars. The por- 
tion of the foot anterior to the metatarsophalangeal 
joint was omitted to allow a more natural flexion of 
the foot within the shoe. 

Discarded full length leg braces, with or without 
ischial rings, may usually be found in most hospitals. 
Patients who no longer need their braces may be 
asked to donate them to build up and maintain the 
supply. Access to a utility shop for the use of a few 
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simple tools and odd ends of two by fours is quite 
easily arranged. Cooperation between the Ortho- 
pedic Surgeon, the patient, and Corrective Therapist 
make this an interesting and worthwhile project. 
CONCLUSION:~—In six cases in which these tem- 
porary prostheses were used, no stump complications 
arose, stump shrinkage was satisfactory, and these 
patients learned to walk on their permanent pros- 
theses in a fraction of the time that is required in 
most cases. When the patients had learned to walk 
satisfactorily on the temporary prosthesis, they were 


placed on leave status until stump shrinkage was 
nearly complete, They then returned to the hospital 
for a checkup and measurements for the permanent 
prosthesis. The patients fitted with the temporary 
legs were enthusiastic about them as it enabled them 
to get about more normally; eliminated the endless 
stump wrapping with elastic bandages and taught 
them balance, the fundamental of good walking. The 
waiting period between amputation and the acqui- 
sition of a permanent prosthesis is made more profit- 
able and pleasant for the patient. 








BOOK REVIEWS 


Exercise and Physical Fitness, George Z. Dupain, The 
Pinnacle Press, Sydney (Australia) , 1948. 261 pp: 
20 shillings. 

Mr. Dupain is probably the best known physical 
educator in Australia. The present book is divided 
into two sections. The first covers exercise in re- 
lation to the various systems of the body, nutrition, 
disease, etc. The second describes exercises for dif- 
ferent purposes, sexes and ages. Most of the chap- 
ters are followed by helpful bibliographies. A gloss- 
ary and an index are included. 

This book is apparently designed for the general 
reader, It is non-technical as a clear exposition of 
these subjects will permit. As a result the profes- 
sional reader will be bothered by the lack of docu- 
mentation for many of the statements made therein. 
Some of the authorities referred to are not listed in 
the pertinent bibliographies. Such statements as 
“partial contractions working under great tension... 
produce long muscles” create considerable doubt as 
to the technical accuracy of some of the author’s re- 
marks, 

The Corrective Therapist who is familiar with the 
books by Morehouse and Miller or Schneider and 
Karpovich will find little new in Dupain. The non- 
professional reader will find Exercise and Physical 
Fitness both interesting and informative. 


—P. J. R. 


Psychology or Personal Adjustment, Fred McKinney 
(2nd Ed.) $6.00, John Wiley & Sons, Inc., 1949, 
New York. 

This is a book of practical spychology, with a great 
deal of emphasis on college age levels. Essentially, 
the body presents subject matter close to the life of 
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the student and appropriate to his needs in meeting 
the problems that may arise during his college years. 
However, such adjustment is integrated with post- 
college living. 

After discussion dealing with the adjustment pro- 
cess in general and its orientation to college, he pre- 
sents specific topics, i.e.: concentration, learning and 
thinking, personality development and _ efficiency, 
personal orientation, premarital adjustment and _ so- 
cial and emotional development besides others. The 
fifteen chapters may be regarded as units which can 
be used independently or rearranged to fit the needs 
of specific teaching situations. 

This book may well be used as a supplement to 
courses in general or applied psychology, and mental 
hygiene and personality adjustment. —M. A. 


Research Methods Applied to Health, Physical Edu- 
cation and Recreation, American Association for 
Health, Physical Education, and Recreation, 
Washington, D. C., 1949. 535 pp. $5.00. 


It can hardly be denied that the greatest weakness 
of Corrective Therapy is the lack of research to sub- 
stantiate subjective estimates of our techniques and 
procedures. Until such time as these are evaluated by 
acceptable research procedures we cannot claim to 
be operating on a scientific basis. To those inter- 
ested in establishing such a foundation this book will 
prove invaluable. 


The text is designed as a general guide to research 
methods in the field of health, physical education 
and recreation and is an outstanding example of 
group thinking. Its twenty chapters are the results 
of the cooperative labors of forty contributing edi- 
tors, including such notables as Cureton, Henry, 
Karpovich, McCloy, Scott, Steinhaus, Williams and 
numerous others, Each chapter is the product of a 
chapter chairman and his committee. Subjects cov- 
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ered of particular interest to Corrective Therapists 
include research in anthropometry and body me- 
chanics, kinesiology, mechanics of sport and physical 
education activities, physiology and _ psychology. 
Other material discussed includes research methods, 
selecting a problem, text construction, statistical an- 
alysis, writing the research report, etc. Each chapter 
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is followed by a useful and usually extensive bibli- 
ography. 

Obviously the chapters vary somewhat in quality 
and considerably in interest to a given reader, but 
the average is remarkably high. No one interested 
in the type of research with which it deals can af- 
ford to be without a copy —P. J. R. 





Corrective Therapy 
As It Relates to the Neuropsychiatric Patient 


ERDWARD D. GREENWOOD, M.D. 
Association for Physical and Mental Rehabilitation 
Memphis, Tennessee, May, 1950 


Last year at the convention we had in New York, 
I had the pleasure of presenting a paper to you on 
“The Neuropsychiatric Patient.” That paper stressed 
the dependency-independency process as seen in the 
normal individual, with the psychiatric patient being 
described as a person who failed to make this tran- 
sition. Some suggestions for corrective therapists in 
handling psychiatric patients were also included. 

Today I shall deal with the neuropsychiatric pa- 
tient from another point of view, and make some 
comments on treatment as it can be done in VA 
hospitals. 

The development of the field of corrective educa- 
tion or corrective therapy started prior to World 
War II. There were a few men working in the Vet- 
erans Administration Hospitals who used adapted 
or modified physical education activities to provide 
help in the treatment of neuropsychiatric patients: 
One of the leaders in the field then was and now is 
Dr. John E. Davis. .He has by conscientious and 
consistent effort fostered ideas and ideals for the 
development of what is now called Corrective 
Therapy. 

World War II gave further impetus to the correc- 
tive physical education and therapy program. When 
the war ended and the Veterans Administration 
changed its emphasis from custody to treatment and 
training, corrective therapy became an integral part 
of the Medical Rehabilitation program. 

At first, some hospital managers and directors of 
professional services resisted the use of corrective 
therapy as part of the adjunctive treatment program. 
However, in those hospitals where it was given a 
fair chance, corrective therapy did show its value 
in the treatment of psychiatric and neuropsychiatric 
patients, Psychiatrists and physiatrists who gave the 
corrective therapists assignments soon found that 
they had something unique to offer which was not 
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provided for by any other of the adjunctive groups. 

Now, let’s look at some of the changes in the field 
of phychiatry itself. Prior to the war, psychiatry was 
a fairly limited specialty. In a few places a dynamic 
approach to treatment was used. Since the war, psy- 
chiatry has made rapid strides and has broadened its 
field of activity. There are psychiatrists serving in 
practically every field of human endeavor—schools, 
colleges, industry, clinics, hospitals, and in private 
practice. The dynamic approach as used with psy- 
chiatric patients has penetrated all areas of think- 
ing, not only directly in the field of psychiatry, but 
also in the social sciences. 

The practice of psychiatry can be best studied by 
dividing psychiatrists into two major groups—those 
who work alone and those who are part of a team. 
As one would assume, those who work alone usually 
do private practice or consultant service. Those who 
work as part of a team are in clinics, state hospitals, 
VA hospitals, or private hospitals. We can further 
subdivide this latter group into those who are in 
large hospitals and have responsibility for 100 or 
more patients, and those who are in private hos- 
pitals and have a patient load between 10 and 25. 

The hospital psychiatrist is responsible for the 
total day and night planning for the patient. He 
must think not only of the psychic disturbance but 
also of problems arising from the patient’s somatic 
disturbances. He must think of the patient’s ad- 
justment on the ward and in other areas of the hos- 
pital grounds, the reaction to visitors or to new peo- 
ple brought into the ward. In other words, he be- 
comes a “father figure” who is responsible for his 
“child’s growth and development.” He observes the 
patient’s physical appearance, his coordination, his 
locomotion, or lack of locomotion, his gestures, his 
verbal expressions and the kind of clothes he wears 
and how he wears them. This necessarily means then 
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that the patient’s total personality and its reactions 
to conflict and stress situations are considered in 
planning a treatment program for him. 

A large portion of the daily work with the pa- 
tient has to be delegated to other members of the 
team. The adjunctive therapist, as well as the nurse 
and the aide are well-suited to fulfill these needs. A 
corrective therapist is one of those who can provide 
limitless assistance in the treatment of the patient 
and his problems. 

Since the corrective therapist is educated to pro- 
vide activity outlets for the patient, it would be de- 
sirable to review sketchily some of the highlights of 
motoric development. From birth, and even before 
birth, the human being needs opportunities for 
movement which implies that he requires muscular 
activity in order to develop properly. 

In the earliest stages of an individual’s life, muscu- 
lar movement occurs to gratify some wish. This may 
be to overcome hunger or feelings of discomfort. In- 
fants show pleasure in their muscular movements as 
they kick and aimlessly use their hands, opening and 
closing their fists many times, We often see infants 
pushing against resisting objects with their hands and 
feet, or arching their backs, or trying to grasp things. 
A little later they try to pull themselves up and per- 
form all sorts of physical antics. These various re- 
actions give pleasure as well as teach certain facts 
of the world around. The less a child is inhibited 
by his clothes the more freedom there is in his move- 
ments. Civilization with its insistence on clothing 
tends to make movements more difficult. As the 
child starts to walk, he derives pleasure and satis- 
faction from the ability to touch those places which 
at an earlier period could only be reached by his 
eyes. 

Graceful walking, running, jumping, and climb- 
ing come about as the result of a long, tedious pro- 
cess of trial and error in which the proper amount 
of muscular contraction as well as position sense is 
developed. If a child is thwarted or frightened in his 
efforts to move, he tends to show awkwardness, a 
rigid gait, poor posture and a dislike for rhythmical 
games and activities. 

It can also be readily observed that the child gains 
pleasure from muscular relaxations as well as mus- 
cular movements, The alternate pattern of contrac- 
tion and relaxation occur in all types of activities 
Orientation with regard to space and spatial rela- 
tionships develop along with movement. 

The function and property of objects are learned 
through the kinesthetic sense or sixth sense. When 
new coordinations or movements are undertaken, the 
individual may misjudge the correct amount of en- 
ergy required to obtain the desired results. He may 
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use too much or too little energy in the first effort. 
Gradually he learns that the dynamic force required 
to accomplish a particular movement is that which 
requires the least amount of effort and produces the 
maximum amount of pleasant feeling. He can then 
move his legs and arms and place them in the proper 
position without actually looking to see where they 
are set. 

With increased neuro-muscular agility also comes 
the increase in muscle mass. This general course of 
development leads to better coordination. The new 
skills learned in the home, school or playground be- 
come a permanent part of the neurological pattern 
of the individual. Some time during the adolescent 
period an overwhelming awkwardness interferes for 
a while only to be replaced by even greater patterns 
of coordination and ease of motion with the ulti- 
mate production of activity and the minimal use 
of energy. As the adolescent enters adulthood, his 
body functions more effectively and efficiently as 
long as he is in good physical, mental and emotional 
health 

Now let us transpose some of this material to our 
observations of the neuropsychiatric patient, As we 
look at the patient’s general appearance, we become 
aware of his posture, his gait, his coordination, his 
muscle tone, and reaction time. We also become 
aware of the fact that besides psyche changes, there 
are also external manifestations of neuromuscular 
changes. It seems that we should be able to develop 
some tests based on muscular movements which 
could be used like the present psychometrics, in es- 
tablishing a diagnosis of the patient’s illness. 

Movement can also be called kinesis, Let me re- 
view some of the abnormal kinetic patterns, the three 
major ones being hyperkinesis, hypokinesis, and 
parakinesis, 

By hyperkinesis we mean over-activity and over- 
stimulation. This state is frequently accompanied 
with a flight of ideas, The hyperkinetic patient gen- 
erally has good posture and shows increased muscle 
tone. His head is held erect; he seems in a state of 
readiness for real or imaginary dangers. He is tense 
and moves with aggressive strides. His reaction time 
is short, and he is often described as being “quick 
as a flash.” Hyperkinesis ranges anywhere from a 
hypomanic type of behavior to extremely destruc- 
tive in which the patient may be attempting to es- 
cape voices which besiege him or he may be reacting 
to ideas of gradeur such as being Samson. 

Those patients suffering from hypokinesis show a 
retardation of movement and also have comparable 
paucity of ideas and a general decrease in metabol- 
ism. The hypokinetic patient has poor posture, with 
his head usually held forward, his eyes seeming to 
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survey the floor. His muscles are often somewhat 
limp; he does not seem alert or aware of those about 
him; he does not protect himself against any attack, 
and seems to be wanting to die. The range of hy- 
pokinesis may be anywhere from slightly retarded 
movements to a state of stupor almost indistinguish- 
able from coma. The latter occurs in severely de- 
pressed patients and in some catatonic stuporous 
schizophrenic patients. Occasionally we see some non- 
psychotic patients, such as hysterical trance states, 
who show similar symptoms. 

Parakinesis means action which does not fit the 
stimulus. It is sometimes called the paradoxical re- 
sponse. Schizophrenic patients show this type of be- 
havior most frequently. They do exactly the op- 
posite of what is suggested. If the patient is told 
to take two steps forward, he may either go back- 
ward or sideward. If he is asked to open his mouth, 
he will keep it tightly closed. Repetitive speech, 
stereotyped manners, and posturing are also evidence 
of the same phenomenon. 

The neurotic patients may and do show any of 
these kinetic reactions. The major difference be- 
tween the psychotic and neurotic patients is one of 
degree. 

We have been reviewing the movement changes 
which take place in neuropsychiatric patients. Now 
let’s shift the point of observation and look at the 
personality changes which occur in the neuropsy- 
chiatric patient. First, however, we must briefly de- 
scribe personality and how it functions. 

Those of you who have attended the courses at 
Topeka or have been reading about dynamic psy- 
chiatry are aware of some of the fundamentals in 
personality make up. Most of you are cognizant of 
the fact that the theory of the unconscious is an es- 
sential part of dynamic psychiatry. Evidence for the 
existence of the unconscious may be found in clini- 
cal observations. 

The total personality can best be understood by 
examining some of the elements which enter into 
the formation. For descriptive purposes we divide it 
into three units, the id, the ego, and the super ego. 

The id is the primitive, fearless, amoral, non- 
temporal, unconscious element of the personality. It 
contains the basic instructive drives, and strivings of 
the individual. The ego on the other hand is large- 
ly conscious, and represents the thinking, knowing, 
feeling personality. It contacts reality, it controls the 
id and it also manages all voluntary motor functions, 
such as walking, running, climbing, speaking, etc. 
The super ego is largely unconscious, serving to pro- 
hibit, inhibit, dictate, and dominate the ego. It con- 
tains the early parentally inculcated social values. It 
is often called the conscience. 
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The ego is affected by the pressure from the id, su- 
per ego and reality. To be able to balance all these 
forces the ego must be strong. In psychiatric illnesses 
the ego to control these forces deteriorates. The pa- 
tient who suffers from manic depressive psychosis, 
depressed phase, is unable to enjoy life and has a 
great need for punishment. One interpretation of this 
illness is that the super ego is hypertropheid, and as 
a result, it constantly punishes the ego. The correc- 
tive therapist can help gratify this need for punish- 
ment by providing the unpleasant, repetitious, te- 
dious exercises and activities. He must always be on 
guard for patient’s attempts at self-injury or suicide, 
the heights to which self-punishment will sometimes 
climb, The corrective therapist should maintain an 
attitude of severe kindness and avoid too much sym- 
pathy. 

The manic depressive patient who engages in 
manic behavior can be said to be showing a fusion 
of the super ego and ego with a loss of the censorship 
and which permits dominance by the id. There is 
freedom from restraint and a rapid flight reaction 
from the envioronment. The corrective therapist 
should not porvide an overstimulating experience. 
Rather he should work with the patient alone; and 
if possible, the same therapist should be assigned to 
the patient at all times. He should protect the patient 
from over-exhaustion and desire to escape. 

Now let us look briefly at the schizophrenic psy- 
chosis, realizing of course that schizophrenia is real- 
ly a group of psychoses rather than one clear cut 
entity. The instructive drives are very powerful, and 
they push through despite the ego. The ego is weak 
both in modifying id drives and in testing reality 
with the resultant falsification of it. The super ego 
does not function, The illness represents a regression 
to the earliest phase of psychosexual development. 

The corrective therapist can provide an opportuni- 
ty for expression of aggression in socially approved 
fashion through prescribed activities. He should give 
the patient an opportunity to become friendly with 
him, being careful to avoid rebuff and criticism. 
Gradually the patient is prepared for reality produc- 
tions. Hallucinatory and delusional comments should 
be ignored, but precautions against erratic and un- 
expected attacks on other people as well as self-de- 
structiveness should be carefully taken. 

The patients who suffer from a paranoid schizoph- 
renia or other forms of paranoid delusions can be 
interpreted as having a homesexual conflict in which 
the id makes desires and demands on the ego which 
cannot be gratified because of fear inspired by the 
super ego. A solution is reached by denial of desire 
and subsequent protection. To achieve this the pa- 
tient must falsify reality. The corrective therapist can 
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aid him by providing activities which can be carried 
on alone or in small groups with no element of com- 
petition. The patient usually incorporates the hospi- 
tal personnel in his delusional system, thereby mak- 
ing it difficult for those attempting to help him. 
There should be no comments about patients’ de- 
lusional productions. The corrective therapist should 
show friendliness, kindness, and reserve. 

A patient suffering from organic psychosis, which 
includes a variety of illnesses, may be described in 
the following way. There is a disturbance in the ego, 
super ego and id boundaries, with a destruction of 
reality testing and gradual regression to the earliest 
stage of development. The corrective therapist must 
receive from the psychiatrist a careful evaluation of 
the physical status of the patient so that he can pro- 
vide activities which are not exhausting or dangerous 
to him. A firm friendly approach is essential. 

The next group to be considered are the psycho- 
neurotics. The keynote of this group is anxiety. The 
ego tries to defend itself from internal dangers. The 
id makes demands, the super ego disapproves, and 
the ego develops anixiety which is displaced from the 
real demands with a symptom formation. The cor 
rective therapist can provide activities which are 
gratifying to the patient and at the same time avoid 
over-emphasis on the activities since the patient 
tends to go to extremes in everything he does. The 
corrective therapist should be a friendly listener and 
make every effort to avoid counter transference. Take 
care not to re-enforce patients’ numerous physical 
symptoms, 

The last group of illnesses include the ‘“Psycho- 
pathic Personalities,” also called the neurotic char- 
acters, who act out against society and provide pun- 
ishment for their behavior. An interpretation of this 
group may be made as follows. The ego itself is split 
very early, and the powerful id impulses are express- 
ed even against the wishes of the healthy portion of 
the ego. The corrective therapist should assume a 
friendly but vigilant attitude toward this type of pa- 
tient. The patient tries to be accepted, and then be- 
cause of his lack of a social sense, he destroys the re- 
lationship, The activity program which this group of 
patients can use is limited only by the facilities a- 
vailable in the hospital. 

The above is little more than a preview of the 
picture of psychiatric illness. For more complete ma- 
terial I suggest you read some of the references at the 
end of this paper. 

The treatment of psychiatric patients may be view- 
ed from several different approaches. The use of 
psychotherapy either in the form of hypnosis, auto 
Suggestion, direct psychotherapy or psychoanalysis 
stresses the re-education of the mind and emotions 
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with changes in bodily functions occuring only as a 
by-product. The use of electro-shock, insulin or lobo- 
tomy are forms of treatment which use surgery, medi- 
cation or electricity to produce changes in the pa- 
tients, 

One of the adjunctive treatments for the psychia- 
tric patient is the kinetotherapeutic approach in 
which the stress is placed on bodily function and 
movement, This treatment can be developed through 
specially prescribed exercises, relaxation 
dancing, and re-learning of skills in sports. 

Obviously the combination of the psychotherapy 
or special procedures and kineto-therapy plus other 
adjunctive therapies would be most valuable for the 
treatment of the neuropsychiatric patient. However, 
the Veterans Administration has too few psychiatrists, 
and as a result has little opportunity for prolonged 
treatment. This lack of psychiatric staff places addi- 
tional responsibilities on the physical medicine re- 
habilitation program. The improved use of corrective 
therapists would yield far better opportunities for 
the daily treatment of the patients. 

The Veterans Administration is confronted now 
with a very difficult problem in the increase of semi- 
chronic and chronic patients. Fewer of the acutely ill 
are seen and more chronic and semi-chronic, or pa- 
tients who have had a recurrance of their illness fill 
the hospitals. Many of these patients have had all the 
treatments available in the hospitals, ranging from 
special diets to the “ice pick” operation, For some 
there was temporary improvements; for others, noth- 
ing; and for still others came the ability to return to 
their families. Those who failed to improve were us- 
ually placed on the list for custodial care. In hospi- 
tals where there is no established programs, we must 
effect a plan to provide corrective therapy activities 
for them. Goals are high, even though it takes years to 
reach them. It seems to me this is a real challenge to 
corrective therapists because at the present time there 
is not enough known and not enough being done 
in the field or exercise for the chronic individual. 
Some of the things I said about kinesis and the 
kinesthetic sense were said with the intent of arous- 
ing interest on the part of some corrective therapists 
to re-investigate the basic reaction of patients to all 
types and kinds of movements. 

The chronic patient develops a certain mental at- 
titude and emotional reaction which at times is im- 
penetrable as a result of his prolonged hospitaliza- 
tion. There is a helpless feeling and a defeatist at- 
titude toward his illness. He has seen other patients 
come and go; but although he has had various types 
of treatment, he finds himself only slightly better or 
even back to his former state of illness. When he is 
assigned to another phase of adjunctive therapy, such 
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as corrective therapy, he usually requires an extended 
period of orientation and motivation. He has to be 
given a chance to establish an interpersonal relation- 
ship with the therapist. He has to be looked upon 
as a man of a particular age, and the program must 
be centered around his age, his physical status at 
that particular time, his emotional state, his men- 
tal set, and his various and numerous resistances. 

The corrective therapist is fully aware that there 
are many patients who are non-verbal and that some 
are limited in their verbal expressions, This implies 
that he must learn to understand the significance 
and the symbolization of bodily movements. The 
various postures, gestures, grimaces and_ bizarre 
movements must be studied. Each patient shows his 
hostility in a slightly different way. He also shows 
a desire for attention in a somewhat different way. 
The greatest opportunity for the expression of eith- 
er hostility or desire for personal acceptance can be 
developed in corrective or gymnastic clinics. My 
reason for saying this is that when a person is in- 
volved in activity and movement, he is more free 
with his emotional responses and expresses them 
more readily. Therefore a clinic or special small 
gymnasium setting frequently produces behavior pat- 
terns which are not available in any other setting of 
the hospital area. 

As you know, and as have mentioned several times 
before, the chronic patient shows regression to earlier 
stages of childhood behavior because such patterns 
are easier for him in his present illness. The chief 
task facing the corrective therapist is to find a means 
of helping him return to adult behavior. The pa- 
tient needs to be looked at as a child groping in the 
dark. He also must be considered as an individual 
who, as the result of repeated frustrations, feelings of 
insecurity, feelings of rejection, maintains an under- 
tone of hostility to people who try to contact him. 
These feelings must be gradually worked through in 
order to make the corrective therapy program suc- 
cessful. 

We find that the establishing of good interpersonal 
relationships and the attitudes of the therapist are 
the major avenues through which the corrective pro- 


gram can be most effectively carried on. It must be 
learned what exercises and activities are best for each 
psychiatric illness. Then progress should be slow 
enough to give the patient a chance to “warm up” to 
the therapist. Later those activities and exercises 
which do not meet the need of the patients may be 
or should be, gradually discarded. 

As we have said, the psychiatric patients need to 
be considered individually because some need an op- 
portunity for direct expression of hostility; others 
need to be socially accepted; some need to verbalize 
their hostility; many need to obtain relief from either 
a conscious or unconscious sense of guilt; while still 
others need to develope acceptable compulsive de- 
fenses. 

If we can change a patient enough so that he 
makes a better adjustment to the hospital and re- 
quires less nursing care, we have made a valuable 
contribution. If we can get some patients to engage 
in “hospital industries” without intensive supervis- 
ion, if we can help to move a patient from closed to 
open wards, our program can be deemed successful. 
If we can help disturbed patients overcome the de- 
sire to be destructive to themselves or others, we have 
made a contribution. However, if our activities in 
conjunction with other programs achieve the ulti- 
mate in moving the patient out of the hospital, then 
we will have made a major contribution. 
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ASSOCIATION FOR PHYSICAL AND 
MENTAL REHABILITATION 


(Revised) 1950 
PREAMBLE 
The rehabilitation of physical and mental handicap—to 
bring about a greater unity of purpose and correlation 
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with related therapies in cutting down the number of hos- 
pital days, making social and physical adjustment in and 
out of the hospital.—(Pending—committee appointed to re- 
vise and prepare final preamble.) 


CONSTITUTION 


Article I—Name 


Section 1—The organization shall be called the Associa- 
tion for Phyical and Mental Rehabilitation. 
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Article Ili—Aims 


Section 1—(a) To employ corrective exercises for phys- 
ical correction and mental adjustment. 


(b) To develop confidence of the patient in his ability 
to improve socially to the point where he can participate 


with others in group activity. (Committee appointed for 
further study.) 


(c) To modify and diversify activities so as to awaken 
the patient’s interest and redirect it into constructive be- 
havior. 


(d) To provide individual attention for the patient who 
cannot adjust to a group activity. (Committee appointed 
to work on additional aims.) 


Article 1t1I—Membership 


Section 1—The Membership of the Association should 
be designated as active, associate, honorary and auxiliary. 


Article [V—Government 


Section 1—The business of the Association shall be con- 
ducted by an Executive Board and a representative As- 
sembly, each constituted as hereinafter provided. 


Article V—Publications 


Section 1—The official publication shall be called the 
Physical and Mental Rehabilitation Journal. 


(a) Individuals may subsci:be to the Journal on a yearly 
basis for the payment of the subscription rate as es- 
tablished. 


(b) The annual subscription rates for libraries, colleges 
and universities shall be $5.00 and shall run from the date 
of subscribing to one year forward. 


Article VI—Amendments 


Section 1—The Constitution may be amended at any 
meeting of the Representative Assembly or by mail vote 
as hereinafter provided. An affirmative vote equivalent 
to two-thirds of total membership of the Representative 
Assembly shall be necessary for amendment. No mail vote 
shall be valid beyond thirty days after official notifica- 
tion. Amendments shall be published not later than the 
third issue of the official publication following approval 
of amendments. 


BY-LAWS 


Article I—Membership 
Section 1—Membership in the Association shall be des- 
ignated as Active, Associate, Honorary and Auxiliary. 
Section 2—Active members shall consist of all persons 
professionally engaged in Corrective Physical and Mental 
Rehabilitation or persons qualified to engage in this type 
of work. (Professional Standards Committee appointed.) 


(a) To be eligible for active membership an individual 
must possess a degree from an accredited college or uni- 
versity with a major in Physical Education, plus a min- 
imum of a year’s experience under a doctor in a program 
of physical rehabilitation, mental rehabilitation or recon- 
ditioning. 

(b) Or be a graduate of a course leading to a Master’s 
degree in the field of Physical or Mental rehabilitation, 


subject to approval of the Professional Standards Com- 
mittee. 


(c) All active members of the Association for Physical 
and Mental Rehabilitation agree that they will apply the 
techniques and skills of Corrective Therapy, Exercise 
Therapy, Physical Reconditioning, Physical Rehabilitation 
for the Blind, Physical Education Instructor, only upon 
the written prescription of a licensed doctor of medicine. 
Active members whose work is in schools in which they 
teach Corrective Physical Education, Adapted Physical 
Education, Physical Education for the Exceptional, etc., 
agree to conform in all respects to the policies as estab- 
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lished by the School Health Officer and the Board of 
Education. 


Section 3—Associate members shall be those persons of 
a professional status who are interested in rehabilita- 
tion, but are not eligible for active membership. 


Section 4—Honorary members may be persons outside 
the professions of Corrective Physical and Mental Re- 
habilitation, but elected to the membership on the basis 
of unusual interest and meritorious service in these or 
closely related fields. Honorary membership nominations 
may be initiated by any member of the Association to the 
Professional Standards Committee, which in turn shall 
present the nominations to the Representative Assembly 
for presentation to the general membership at the Annual 
Convention, where a two-thirds majority vote of the ac- 
tive membership shall be necessary for approval. 


Section 5—An auxiliary member is considered to be one 
who is presently engaged full-time in Physical Rehabili- 
tation but who does not meet the full active membership 
requirements; or students who are in the process of at- 
tending approved schools for rehabilitation. (Subject to 
approval of the Professional Standards Committee.) 


Section 6— Active, Associate and Auxiliary members 
shall be approved by the Professional Standards Com- 
mittee. The Secretary may act for this Committee but 
will refer questionable cases to the Professional Stand- 
ards Committee for approval. 


Section 7—Only active members shall have the right to 
hold office or vote in the election of members for the 
Representative Assembly, Executive Board and Officers, 
as hereinafter provided. 


Section 8—The Annual Dues for Active Members shall 
be $6.00; Associate and Auxiliary members $4.00; and that 


an initiation fee of $1.00 for new Active Members be 
charged. 


Article 1i—Representative Assembly 


Section 1—The Representative Assembly shall consist of 


three elected members of each area, plus the Executive 
Board. 


(a) The Executive Board shall consist of the following 
elected officers: President, President Elect, Three Vice 
Presidents, Secretary, Treasurer, Director of Publications 
and the Immediate Past President. 


(b) Areas will be defined as follows: 


Area 1—Maine, New Hampshire, Vermont, Massachu- 
setts, Connecticut, New York and Rhode Island. 

Area 2—New Jersey, Delaware, Pennsylvania, Mary- 
land, Virginia, West Virginia, Ohio, Kentucky, Indiana 
and the District of Columbia. 

Area 3—North Carolina, South Carolina, Georgia, Flor- 
ida, Alabama, Tennessee and Mississippi. 

Area 4~—Illinois, Wisconsin, Iowa, Minnesota, Nebraska, 
South Dakota, North Dakota, Montana, Michigan, and 
Wyoming. 

Area 5—Colorado, Kansas, Oklahoma, New Mexico, 
Texas, Missouri, Arkansas and Louisiana. 


Area 6—Arizona, Utah, Idaho, Washington, Nevada, Cali- 
fornia and Oregon. 


Section 2—The members of the Representative Assembly 
of each area will be elected by ballot, conducted by each 
Area Chairman of the Membership Committee within 
thirty days after the annual Convention. 

(a) The Area Membership Chairman shall be appointed 
by the President of the Association. 

(b) The term of office of the Representative will ter- 
minate at the end of the subsequent Convention. 


Section 3—It shall be the duty of the Representative 
Assembly to effect all changes in the Constitution and 
By-Laws; to elect the President Elect and the Director 
of Publications by the majority of the votes cast and in 
case of more than two candidates where there is no ma- 
jority vote, a vote will be taken on the two highest can- 
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‘didates; to initiate such business as it seems desirable, and 
to exercise veto power over action taken by the Execu- 
tive Board upon two-thirds vote of those present at an 
official meeting and the other business as hereinafter 
provided. 


(a) It shall also be the duty of the Representative As- 
sembly to review the members of the Advisory Board and 
the Editorial Board and to effect changes as it deems 
necessary. 


Section 4—The Secretary shall keep a record of the 
proceedings of the Representative Assembly and _ shall 
make a report at each meeting and at the National Con- 
vention. He shall notify each representative at least sixty 
days before its annual meeting. 


Section 5—The annual meeting of the Representative 
Assembly shall be held at the time and place of the Na- 
tional Convention. Special meetings may be called by the 
President, or by the written request of a majority of the 
Representative Assembly. 


Section 6—Two-thirds or more members of the Repre- 
sentative Assembly present, in person or by proxy, shall 
constitute a quorum for transaction of business. This 
proxy is not transferable; it must name in writing to the 
President, the specific person or persons authorized to 
cast the vote. Each member shall designate his own 
proxy, and not more than two alternates, listing them in 
order of preference. If a proxy is issued to more than 
one person it thereby becomes automatically cancelled. 


Section 7—Members of the Association may attend all 
Representative Assembly meetings without vote. By ma- 
jority vote of the Representative Assembly, a visitor may 
address briefly the members of the Assembly. 


Article I1I—Executive Board 


Section 1—The Executive Board shall be the President, 
President Elect, Three Vice Presidents, Secretary, Treas- 


urer, Director of Publications, and the immediate past 
President. 


Section 2—It shall be the duty of the Executive Board 
to hold their representative elected offices and conduct 
official business of the Association as members of the 
Representative Assembly. 


Article IV—Officers 


Section 1—The officers shall consist of the President, 
the President Elect, Vice Presidents, the immediate past 
President, Director of Publication, Secretary and Treas- 
urer. 


Section 2—The President Elect shall be elected annually 
by the Representative Assembly at the regular annual 
meeting. The President Elect shall automatically succeed 
to the office of the President at the conclusion of the 
next annual meeting. 


Section 3—The President shall act as Chairman of the 
Representative Assembly, Executive Board and Conven- 
tional Committee of the National Convention. The Presi- 
dent will also act ex-officio on all Committees. The Presi- 
dent may appoint committees and hold offices one year 


Section 4—The President Elect shall act for the Presi- 
dent in his absence. In case of death or resignation of 
the President, the President Elect shall succeed him for 
the unexpired term. 


Section 5—Expenditures up to $50.00 may be approved 
by the President except for publications which are rou- 
tine. Expenditures in excess of this amount must receive 
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the approval of the majority of the Executive Board. The 
publication of the official journal does not fall in this 
category. 


Section 6—The President shall appoint annually a Cer- 
tified Public Accountant, who shall audit the books and 
accounts of the Treasurer. The report shall be brought 
forward at the meeting of the Representative Assembly. 

Section 7—The President shall appoint the following 
Committees: 

Professional Standards Committee 
Membership Committee 
Convention Committee 


Publicity Committee 

Constitution Committee 

Honorary Membership Committee 

And any other special committees 
that he may deem advisable. 


Section 8—The Vice Presidents shall be delegated such 
duties as the President shall consider desirable for the 
conduct of the business of the Association for Physical 
and Mental Rehabilitation. 


Section 9—The Treasurer shall be responsible for the re- 
newal of memberships and subscriptions to the Journal, 
and account for all money received and disbursed. 


Section 10—The Director of Publications shall be re- 
sponsible for the publication of the Journal. 


Article V--Election of Officers 


Section 1—For all officers other than President Elect 
and Direetor of Publications, there shall be a nominating 
committee consisting of a Chairman, to be appointed by 
the President, and one representative from each area of 
the Association selected by the chairman. 


Section 2—The following officers will be elected at the 
Annual Convention, by a majority vote of the active mem- 
bership: Vice Presidents, Secretary and Treasurer. 


Section 3—No one member shall hold two elective of- 
fices simultaneously. 


Section 4—All elections shall be conducted by closed 
ballot. 


Article VI—Convention 


Section 1—The National Convention shall be held an- 
nually. 


Section 2—The National Convention site shall be se- 
lected two years in advance by the majority vote of the 
Representative Assembly and upon invitation of a city. 


Article ViI—Amendment 


Section 1—These By-Laws may be changed at any 
meeting of the Representative Assembly, or by mail vote 
of the Representative Assembly. An affirmative vote 
equivalent to two-thirds’ of the total membership of the 
Representative Assembly shall be necessary for change. 
No mail vote shall be valid beyond thirty days after of- 
ficial notification. Amendments shall be published not 
later than the third issue of the official publication fol- 
lowing approval of the amendment. 


Section 2—Any active member of the Association may 
submit to the officers any suggestion for amendments 
to the Constitution and By-Laws. 
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